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Hypnosis and the Surgical Patient 


F. JOHN MAHRER, M.D., F.1.A.P. 


Rome, New York 


In the past few years, the literature and the press have been 
replete with articles about hypnosis. Most of the papers and 
stories were written either by psychiatrists and psychologists, or, 
on the other hand, by laymen who feel compelled to contribute 
their impressions. Sensationalism finds willing acceptance by 
the circulation-minded editors of many periodicals, and the 
readers are fed a great many contradictory “facts”? about this 





fascinating field of medicine. 


1. is a responsibility of every 
physician to be familiar enough with 
hypnosis to answer his patient’s in- 
quiries with authority. Whenever an 
interesting article appears by a practi- 
tioner of hypnosis, it is generally printed 
in a journal that is perused by psychi- 
atrists. It is this writer’s contention that 
hypnosis may well be an essential tool 
for the general practitioner, the proc- 
tologist and the surgeon, and that prac- 
tical uses of hypnosis should be pub- 
lished and discussed in their respective 
journals and at their respective conven- 
tions, in the same way as other thera- 
peutic agents. 

If we accept the theory of Hans Selye 
on the human responses to stress of all 
kinds, we shall gain a better perception 
of the dynamics of human behavior as 
related to trauma, 

Permit me to mention the three phases 
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of stress response, namely: Alarm, Re- 
sistance, and finally Exhaustion. Ob- 
viously, one should be able to change 
the usual sequence of events by effec- 
tively countering any of these stages. 
Hypnosis, as well as our modern tran- 
quilizers, accomplishes this by attacking 
the first stage of stress — The Alarm 
Reaction. 

In this paper the basic applications 
of hypnosis in surgery will be consid- 
ered and the limitations discussed. We 
shall also try to analyze who should use 
it and who should not. 

Examination of a theory as to the 
basic nature of hypnosis should precede 
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discussion of its uses in surgery in order 
to more clearly anticipate the various 
responses one elicits in dealing with the 
patient in trance. 

We shall assume the correctness of 
many experiments that place the per- 
ceptor area 
stimuli in the thalamus. From there the 
distribution pattern to the various cor- 


of the brain to afferent 


tical regions varies, dependent upon 
each individual’s associations. The word 
“father” 
stimulus, will bring different memories, 


for instance, if used as a 
associations and reactions in each and 
every one of you. 

It is evident then that all our actions 
are influenced by past associations and 
“critically used experience” will deter- 
mine our judgment. | call this factor 
C.U.E. for critically used experience. 

The trance state interrupts the trans- 
mission of stimuli from thalamus to 
cortex along established lines, and al- 
lows the hypnotist to redirect the dis- 
tribution selectively. Understanding of 
this mechanism explains the difficulty 
to alter deeply rooted patterns of ethics, 
morals, self-preservation and occasion- 
ally others that are part of an indi- 
vidual’s personality. These, then, are 
pathways so deeply established that only 
the “side roads” can be altered. 

It is clear that the CUE factor is 
shunted under hypnosis, and that with 
past experiences bypassed, new or al- 
tered information can be fed into the 
patient’s cerebral computor. It also fol- 
lows, if we accept this theory, that old 
associative reactions can be altered, sup- 
pressed or replaced by the intelligent 
use of suggestion, only if such sugges- 
tions are acceptable, desirable 
pleasant to the recipient. 

Shunting of the CUE factor is accom- 
plished by various means, the most 


and 


common of which are distraction, eye 
closure and muscle dissociation, all or 
several of which are used in hypnotic 
induction. 

The aforementioned clearly indicates 
the exceedingly important role of the 
attitude and semantics of the hypnotist, 
be he psychiatrist, general practitioner, 
or surgeon. 

Knowledge and understanding of the 
mechanics of human behavior are basic 
ingredients in the successful use of 
hypnosis. 

Consider the complex and varied fears 
that plague a typical patient as he con- 
sults you about a vague ailment, the un- 
certainty about his life and future when 
you suggest hospitalization, work-up, 
and eventually apprise him of the ne- 
cessity for major surgery. Even though 
you may not tell him his diagnosis, 
which we will assume to be cancer of 
the colon, he will sense by your manner 
the seriousness of his illness. 

Understand, if you can, his reaction 
to the various painful or unpleasant pro- 
cedures, and all the distorted untrue and 
frightening “facts” he heard about other 
people with “the same ailment.” 

In order to understand the benefit, 
this hypothetical patient may derive 
from the use of hypnosis let us discuss 
its varying stages: 

A. Waking Suggestion. This is the 
effect of our counsel on almost any pa- 
tient, and to the most part, the purpose 
of all advertising. It is here where re- 
iteration and repetition works. It ex- 
plains the contagiousness of a yawn. 
However, this stage is not true hypnosis 
but its 
cousin. 

B. Waking Hypnosis. In this stage 
hypnotic phenomena are created by 
suggestion resulting in positive or nega- 


forerunner and everyday 
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tive hallucinations of any or all our 
senses. 

C. The Light Trance. This stage re- 
quires bypassing of the CUE factor and 
therefore induction. It is the easiest 
stage to achieve, and adequate for the 
control of mild apprehension and the 
relief of most tension headaches and 
other functional pains. 

This stage is also adequate for minor 
instrumentation, removal of sutures and 
the near abolishment of the gag reflex. 

D. Somnambulism. “The sleepwalker 
state” where hallucinations of a drastic 
nature may be created. Muscle rigidity, 
relaxation, pain relief and amnesia can 
be accomplished here as well as minor 
surgical procedures performed. Gener- 
ally speaking, this is the most commonly 
used and rarely exceeded stage of hyp- 
nosis. 

E. The Deep Trance. Achievement of 
almost automatic amnesia and greatest 
acceptance of post-hypnotic suggestions 
characterize this stage. 

F. The Plenary State. A small per- 
centage of people slip into this stage 
from a lighter trance, and many more 
can be prompted into this deepest known 
state of hypnosis. Here automatic anes- 
thesia and non-responsiveness to the 
usual stimuli is the rule. 

G. Parahypnosis. This interesting 
phenomenon is the unusual susceptibil- 
ity of a subject during light sleep and 
light to moderately deep general anes- 
thesia. 

In fact, this state represents a two 
edged sword to the surgeon, not requir- 
ing any preliminary technic of condi- 
tioning. The patient on the operating 
table hears, and interprets any conver- 
sation that he perceives. Entirely un- 
aware of the reason, his postoperative 
course may be greatly influenced by 
(Vol. 11, No. 6) DECEMBER, 1960 
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careless conversation between surgeon 
and assistants or anesthetist. 1] should 
like to illustrate this point with a recent 
occurrence, 

I was assisting a colleague, a thoracic 
surgeon. The patient was a fifty-year- 
old woman with a “frozen” left lung of 
six months’ duration. Chest taps of re- 
curring pleural effusions had been con- 
sistently negative for tumor cells and 
bacteria. Diagnostic thoracotomy with 
possible decortications was indicated. 
The patient was carefully prepared, in 
good spirits, and took the anesthesia 
and intubation well. After opening the 
chest, we encountered a thick mass 
firmly attached to lung and chest wall 
and replacing the pleura. A biopsy was 
given to the pathologist for frozen sec- 
tion. In a few minutes he returned and 
said in a loud voice: “That is a grade 
IV Carcinoma”—and the patient stopped 
In her own way 
she was committing suicide. The anes- 
thetist familiar with hypnosis asked me 
to make her breathe. I turned to her 
and said: “Mrs. C., this is your doctor, 
everything will be all right but you must 
take a deep breath now.” She responded 
promptly with a deep breath and con- 
tinued to breathe evenly from then on. 
The foregoing is not an isolated instance 
but an experience that has been shared 
on occasion by several of our men. The 
fact that a patient under general anes- 
thesia hears has been conclusively 
proved by the studies of David Cheek in 
San Francisco and others. 

It has therefore been made routine 
to avoid the use of expressions during 
surgery that the patient may interpret 
as unfavorable. We talk to him imme- 
diately after surgery. At that time, we 
give health suggestions as well as post- 
hypnotic instructions as to turning, ven- 


breathing instantly. 
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tilating the lungs, absence of discomfort 
in the operative area, undisturbed uri- 
nation and so forth. 

I should like to have everyone of you 
try this and you will be surprised how 
effectively the suggestions are accepted. 

Millet and Wolff reported a large 
series of cases which in their hands 
shows marked benefit postoperatively in 
about fifty percent of the adults and in 
over ninety percent in children and 
rectal cases. Five hundred of these cases 
were controlled by double-blind studies. 

Let us now return to the hypothetical 
case of the patient with carcinoma of 
the colon. 

By your calm and reassuring man- 
ner, you have quieted your patient’s 
initial fears and the examination pro- 
ceeds smoothly. The nurse has given the 
patient your favorite cleansing prepara- 
tion and he returns to the examining 
room. You induce a light trance and 
proceed with sigmoidoscopy and biopsy 
The patient feels 
nothing and is not alarmed. 


without anesthesia. 


You have seen the pathology, and 
before returning the patient to the wak- 
ing state give him a few reassuring post- 
hypnotic suggestions making his co- 
operation a great deal more certain and 
minimizing the shock of your advice 
for hospitalization and surgery. 

Preceding surgery, you or your as- 
sistant pass the Levine tube in waking 
hypnosis with the gag reflex reduced to 
virtual absence. 

Preceding the patient’s removal to 
surgery, when the patient is drowsy 
from preoperative medication, 
greatly enhance his relaxation with a 
word of encouragement. The anesthe- 
tist may induce somnambulism or co- 
operate with you during the actual in- 
duction. 


you 


Anesthetic consumption will 


then be reduced by up to forty percent, 
increasing the safety factor consider- 
ably. 

During surgery, you will avoid dis- 
cussing your findings, unless your re- 
marks would sound favorable to your 
lay patient. You will remain constantly 
aware of your patients retained percep- 
tion under anesthesia and the dire con- 
sequences of a postoperative patient’s 
loss of the “will to live and to get well.” 

Accordingly, you will approach the 
patient after completion of surgery, and 
speaking into his ear will say something 
like: “You can hear me, Mr. Jones, this 
is Dr. Smith. We have completed the 
operation and were able to remove all 
diseased tissue. When you awaken you 
will have no discomfort in your opera- 
tive area. You will be able to turn at 
will and urinate as desired.” 

Notice that all suggestions given at 
any time are positive and avoid terms 
that in themselves are suggestive such 
as: Pain, Knife, Vomiting, Needle, Cut- 
ting, etc. 

Obviously, you can make suture re- 
moval and dressing changes in an ap- 
prehensive patient easy and painless by 
induction of a light trance. 
the 


been created by many teachers of hyp- 


Unfortunately, impression has 
nosis that induction of trance is time 
consuming, and that only a relatively 
small percentage of people can be in- 
duced. Nothing could be further from 
the truth. Aside from the suggestibility 
in parahypnosis, over ninety percent of 
all people over the age of four can be 
induced in two to three minutes, pro- 
viding they have not been frightened by 
you or actively object to being hypno- 
tized. Your imagination will easily find 
thousands of applications for hypnosis 
in practically every medical specialty. 
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The proctologist will be particularly 
gratified with post-hypnotic relief from 
pruritus, in addition to the aforemen- 
tioned painless sigmoidoscopy, probing 
of fistulous tracts, dressing changes, 
opening of abscesses, pilonidal cyst 
operation and dressings, and many 
more. 

Especially convincing is the marked 
relief from pain and discomfort in ter- 
minal carcinoma and the concomitant 
reduction in narcotic consumption. 

Bear in mind that hypnosis per se 
cures nothing, but it can be quite effec- 
tive as a diagnostic tool in puzzling 
problems, as a recent case will illus- 
trate: A fifty-four-year-old millworker 
was operated on for gallstones of long 
standing. A cholecystectomy was per- 
formed and with the common bile duct 
apparently normal, no duct exploration 
was done. All organs in the abdomen 
were found to be without pathology. 

The patient made an uneventful re- 
covery and left the hospital on the 
eighth day, returning to work in six 
weeks. 

About four months later, he suddenly 
developed attacks of severe pain in the 
right lower chest. This pain was asso- 
ciated with profuse sweating and was 
non-radiating. Electrocardiograms, chest 
films, GI series, intravenous cholangi- 
ogram, and exhaustive laboratory tests 
revealed no pathology. A diagnostic 
clinic to which the patient was sent sug- 
gested exploratory laparotomy. By that 
time, the attacks occurred two and three 
times a day, lasted from several minutes 
to three hours and required large 
amounts of narcotics. 

The patient was put into a deep 
trance, and was questioned, regressing 
him to his very first attack. He showed 
great anxiety concerning his ability to 
(Vol. 11, No. 6) DECEMBER, 1960 


make good on a new job he was about 
to be assigned to, and alluded to the 
fact that he could not be transferred to 
the new job as long as he was on the 
sick list. 

Because of his age, he felt he might 
not find another position if he proved 
unsatisfactory. 

He was returned to the waking state 
after a few reassuring suggestions and 
has now been free from attacks without 
any medication for over six months. 

The entire hypnotic session, the only 
one ever used on him, lasted six min- 
utes. 

In an entirely different situation hyp- 
nosis was used in the following case to 
selectively identify anatomical struc- 
tures: 

A sixty-year-old laborer had lost the 
fourth and fifth fingers of his left hand 
through amputation following severe 
frostbite many years ago. An extremely 
painful scar had resulted with the third 
digital nerve on the ulnar side being 
imbedded in scar tissue. The problem 
arose to resect the painful nerve with a 
minimum amount of tissue, due to the 
proximity of the amputation to the third 
metacarpal bone. The hand was so pain- 
ful that he had been unable to work for 
several years. The technical difficulty 
lay in the fact that massive cicatrization 
made differentiation between scar and 
nerve tissue almost impossible in the 
anesthetized patient. This man was 
instructed in the somnambulistic state, 
that although he would feel absolutely 
no pain, his third finger would twitch 
whenever the previously painful nerve 
was touched with an instrument. No 
other anesthetic was used, and the pa- 
tient cooperated beautifully making a 
formidable task quite easy. The post- 
operative result was excellent and the 
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patient returned to gainful work within 
two weeks. 

Several cases of dumping syndrome 
after gastrectomy were successfully man- 
aged under hypnosis and reported by 
Dorcus and Goodwin. 

In many instances, hypnosis can be 
used to differentiate organic from psy- 
chosomatic symptoms by suggesting im- 
mediate, temporary relief if emotional, 
and no relief if organic in origin. 

It is essential, as we shall discuss later, 
that any psychosomatic complaints be 
left alone except for the aforementioned 
diagnostic tests. Any removal of such 
complaints should be left to the psychi- 
atrist or analyst. 

Some patients can be taught self- 
hypnosis to an adequate degree, to 
minimize chronic recurrent pain of 
arthritis, peptic ulcer, malignancy tic 
doloreux and many others. Obviously 
this practice seems to be fraught with 
considerable danger by masking serious 
complications of conditions underlying 
such pains. 

Experience has shown, however, that 
any change in the character of the pain 
which the patient has learned to sup- 
press leads to spontaneous ineffective- 
ness of the self-hypnosis. In teaching 
self-hypnosis to patients, this particular 
point is always emphasized. 

We shall now direct our attention to 
the negative aspects of hypnosis and 
analyze briefly where hypnosis fails. 

The patient whose intellect is below 
the level where he can concentrate ade- 
quately to follow suggestions will not 
respond. 

The patient who is in a state of fear 
either of you personally or of what you 
might do to him will not submit to 
relaxation. 

The patient with set principles on 


ethics, morals and a sound sense of self- 
preservation will resist strongly any at- 
tempts to undermine such principles. 

As I mentioned earlier hypnosis can- 
not cure anything. To quote Harold 
Rosen: “Surgical conditions are treated 
not with anesthesia but under anes- 
thesia; emotional conditions not with 
hypnosis but under hypnosis.” 

At this time a word of caution. 

We carefully avoid hypnosis in any 
patient who shows signs of depression 
or mental illness. Our meddling and 
disturbance of their privacy would be 
resented, and might lead to disaster, 
especially in the presence of suicidal 
tendencies. 

Equally, any patient is better left 
alone if he wishes not to be hypnotized 
after having medical hypnosis explained 
to him. However, in some people we 
approach induction as a “test,” and 
never use the word “hypnosis,” refer- 
ring to it as “relaxation.” The word 
“sleep” is used freely because it is 
readily understood, though rather differ- 
ent from the hypnotic trance. 

Hypnosis should never be used for 
symptom removal without adequate di- 
agnostic studies ruling out organic ill- 
ness. 

Hypnosis should not be used to re- 
lieve pain if pain (as in angina pectoris) 
is the patient’s warning bell to prevent 
his exceeding his limits. 

Do not attempt to simply suppress 
deeply rooted habits without giving the 
patient a deliberate substitute. 

Who should use hypnosis? 

Every physician who appreciates that 
in the human, the psyche as well as the 
anatomy and physiology are important 
parts of any illness. 

Every physician who desires to make 
his own work easier and wishes to make 
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patient cooperation more complete and 
effective. 

Every surgeon in almost any specialty, 
when he appreciates that pre- and post- 
operative discomfort can be safely mini- 
mized, and that with hypnosis he can 
add another valuable tool to his arma- 
mentarium, 

Who should not use hypnosis? 

No layman should use hypnosis as 
an entertainment medium, and its dem- 
onstration on TV and screen should be 
discouraged, Wrong impressions might 
be created in the general public, and in- 
discriminate suggestions might result in 
serious harm. 

No medical man should attempt to 
use hypnosis if he himself is disturbed, 


angry, or is antagonistic to the patient. 
The patient’s CUE factor would in- 
stantly discern the attitude of the phy- 
sician, and arousal rather than relaxa- 
tion would result. 

No hypnosis should be attempted by 
anyone who is shy or insecure in his 
patient approach or who himself is emo- 
tionally unstable, 

For the beginner, a thorough train- 
ing period before therapeutic attempts 
is essential, both for patient safety and 
to avoid early discouragement through 
early failure based on inexperience. 

The usual two or three day courses 
on the use of hypnosis now offered 
physicians and dentists are inadequate 
except for minor applications. 


Summary 


Discussion and use of hypnosis in 
many fields of medicine and surgery 
is encouraged. Its use as a serious 
method of diagnosis and treatment 
for the surgeon is recommended. 

A theory on the mechanics of hyp- 
nosis and function of hypnosis is 
presented. 

Parahypnosis as a method for the 
surgeon to decrease pre- and postop- 
erative discomfort is recommended. 

Hypnosis for entertainment is con- 


demned. The hope is expressed that 
postgraduate training in hypnosis 
will become available in most medical 
schools. 

It is hoped that further interest 
will be awakened to open new 
avenues for this valuable tool in the 
field of surgery, and that controlled 
studies will substantiate the writer’s 
claims. 


104 North George Street 
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Newer Developments 


in Proctology %.v 


DONALD C. COLLINS, M.D., F.A.C.S., F.1.A.P. 


Ris literature on coloproc- 
tology in the past four months has been 
noteworthy. Gardner and his associates’ 
have advanced the proposition that pain 
may be effectively suppressed by sound 
in many types of surgery. This mechan- 
ism is partially explained by the ana- 
tomic fact that portions of the auditory 
and pain systems in the human come 
together in several regions of the retic- 
ular formation and lower thalamus. The 
interactions between the two systems 
are largely inhibitory. 

In an editorial, Magath? concludes 
that the overall incidence of Entamoeba 
Histolytica infection is probably con- 
siderably less than one percent of the 
general population of the United States. 
However, Kessel’ states that this inci- 
dence is between two and three percent 
in Los Angeles County. 

Plum and his colleagues* warn thit 
the prolonged abuse of cathartics often 
produces roentgen evidence simulating 
enterocolitis. This study was based upon 
twenty-seven patients who gave clinical 
histories of prolonged and excessive 


Hollywood, California 


usage of cathartics. The resultant ab- 
normal roentgenologic findings in the 
haustrations, 
smoothed-out mucous membranes, short- 
ening of the right colon, inconstant 
segmental constrictions, and commonly 
marked distensibility. 

Atkinson and Goligher’ recommend 
colectomy and ileorectal anastomosis as 
a successful method of treating recur- 
rent hepatic coma. It is claimed that 
this therapy increases protein tolerance 
and may eliminate the neuropsychiatric 
manifestations of hepatitis. Such an op- 


colon were: loss of 


eration has been performed upon one 
sixty-three-year-old woman. 

Parker and Thomas’ report three in- 
stances of rheumatoid arthritis treated 
with cortisone. Diffuse arteritis and per- 
forations in the jejunum, cecum, and 
sigmoid respectively developed at sites 
not involved by preexisting disease. All 
were studied at autopsy. They explained 
that cortisone caused the development 
of acute arteritis which in turn may 
cause the perforation. 

Scudamore’ stated that a large num- 
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ber of either specific causes or diseases 
can produce the malabsorption syn- 
drome. The chief differentiation is 
usually between a specific intestinal eti- 
ology versus nontropical sprue where no 
cause can be found. 

Smith and Szilagyi* warn that in the 
course of abdominal aortic aneurysmec- 
tomy the status of vascularization of the 
left colon and particularly the recto- 
sigmoidal region must be carefully ob- 
served. They report two examples of 
fatal colonic ischemia complicating 
aortic operations. An instance of acute 
ulcerative colitis developed secondary to 
impairment of the colonic blood supply 
by an expanding aneurysm. Bernatz® 
described four individuals that died of 
necrosis of the colon following excision 
of aneurysms of the distal aorta. This 
is one percent of the Mayo Clinic ex- 
perience, He emphasized the importance 
of the correlation of the patient’s clini- 
cal condition with proctoscopic evi- 
dence, so that an early diagnosis can 
be made and the necessary surgical 
treatment be immediately instituted to 
save these patients from needless death. 
McCort’® recommends the use of plain 
roentgenograms as an aid in the early 
diagnosis of the rare examples of in- 
ferior mesenteric vascular occlusion 
causing infarction of the descending 
colon, 


Swenson and Rathauser" report three 
instances of an unusual segmental dila- 
tation of the colon which do not fit into 
any previously described category. 
These were not examples of Hirsch- 
sprung’s disease, since subsequent mi- 
croscopic studies of the resected colon 
revealed the presence of ganglion cells 
throughout the entire length of the re- 
sected specimen. Rectal biopsy is highly 
recommended as an aid in the diagnosis 
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of this rare disease. Laparotomy dis- 
closed great dilatation of the sigmoid 
loop with marked hypertrophy in the 
rectosigmoidal area. Segmental resec- 
tion is stated to effect a cure. 

Morton and his associates’? describe 
an unusual syndrome characterized by 
severe adynamic ileus limited to the 
colon, in eight persons. Seven had had 
antecedent uterine surgery or severe ex- 
traperitoneal infection. The barium 
enema is of great diagnostic importance 
here. The cecum may perforate even 
though mechanical intestinal obstruction 
is absent. 

Parrish’* warns that all deep needle- 
puncture procedures are contraindicated 
during anticoagulant therapy to prevent 
fatal retroperitoneal hemmorrhage 
caused by a lumbar sympathetic block, 
which in turn produced a terminal in- 
testinal obstruction. 

Moore and Wiener" cite a fatal case 
of fulminating cholera-like diarrhea in 
which the postmortem findings revealed 
a nonpyogenic tissue reaction despite 
the recovery of coagulase positive 
staphylococcus aureus. No one factor 
can adequately explain all of the in- 
stances of necrotizing enteritis. It may 
well be a type of host reaction to a local 
and/or overwhelming systemic stress. 

Bartholomew and his colleagues’® 
concluded that the intestinal polyps of 
the Peutz-Jeghers syndrome truly repre- 
sent a developmental anomaly rather 
than premalignant adenomas, as they 
were previously considered to be. Thus, 
the importance of conservative surgical 
measures in the removal of these polyps 
of the small bowel cannot be over- 
emphasized. In this disease, polyps are 
multiple in ninety percent of patients. 
Ferguson’® recommends at laparotomy, 
the direct visualization of all segments 
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of the colonic mucosa by the sigmoido- 
scope inserted through multiple colo- 
tomy incisions, because this method lo- 
cates at least twice as many more polyps 
than are demonstrated by the barium 
enema examination. This method was 
employed in fifty individuals without a 
death, Here colonoscopy located an ad- 
ditional thirty-three more polyps than 
the fifty-nine reported by barium enema. 
Two or three colotomies were needed in 
forty-six patients of this series. Mor- 
bidity was slight. C. W. Mayo’ pre- 
sented a case-report of a sixty-four-year- 
old woman suffering from familial poly- 
posis. She owed her life to the pains- 
taking care of her physicians, frequent 
followup examinations, and excellent 
surgical care. 

King and Daron'* presented a de- 
scription of a subhepatic cecum that 
helped to produce a fatal volvulus in a 
sixty-six-year-old man. 

Mohr’ recently gave an excellent dis- 
cussion on the psychological aspects of 
ulcerative colitis. Rowe and Rowe 
state that they have treated chronic 
ulcerative colitis with great success dur- 
ing the past twenty years. They believe 
that the cause of this disease is allergic 
inflammation from common foods, less 
often from pollens, and occasionally 
from drugs. The allergic inflammation 
produces vasculitis, and consequent 
thromboses and necroses. They think 
that the colon may be the only shock 
organ of allergy. Secondary infection, 
anemia and avitaminosis may be com- 
plications, In one hundred seventy in- 
stances of chronic ulcerative colitis, 49.4 
percent were controlled by antiallergic 
therapy alone, There have been no 
deaths from cooperating patients in the 
past eleven years from uncomplicated 
examples of this disease. Ten colecto- 
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mies, however, became necessary to con- 
trol the disease process. These authors 
state that their results emphasize the 
importance of adequate and experienced 
study and treatment of allergy in all 
cases of chronic ulcerative colitis, par- 
ticularly before irreversible colectomy. 
Hauch?! ably presented the case of the 
role that the internist plays in the man- 
agement of this disease. Goldgraber and 
others? recently gave an excellent de- 
scription of the histopathology of 
chronic ulcerative colitis, The reader is 
referred to their fine contribution for 
detailed data. In one hundred twenty- 
four individuals suffering from proven 
instances of this clinical entity, the fol- 
lowing facts are highlights: surgically 
treated: ninety, autopsy records: thirty- 
five, proctoscopy diagnosis: one hun- 
dred nine out of one hundred twelve, 
ulceration: eighty-five percent, pseudo- 
polyps: sixty-five percent, granuloma: 
forty percent, tissue eosinophilia: forty 
percent, and adenoma: twenty-six per- 
cent as contrasted to 5.4 percent inci- 
dence normally found in the general 
population. Carcinoma was present in 
nineteen percent and was the cause of 
death in fourteen individuals. 


Watkinson and his associates** de- 
scribed right-sided or segmental ulcera- 
tive colitis, This disease has the follow- 
ing diagnostic criteria: more common 
in women, age group: second through 
fourth decades, commonest symptom: 
diarrhea—often bloody, and commonest 
sign: palpable mass — usually in the 
right lower quadrant. There is a real 
danger of this disease spreading to in- 
volve the rectum, and thus making a 
permanent ileostomy necessary. Peskin 
and Davis* cite their experiences with 
nine patients suffering from acute ful- 
minating ulcerative colitis with colonic 














distension, The overall mortality for 
these patients treated by medical meas- 
ures alone was fifty-seven percent, by 
ileostomy alone was fifty percent, and 
by combined ileostomy and colectomy 
was 15.9 percent. Lennard-Jones and 
Vivian®® studied thirty-two persons suf- 
fering from fulminating ulcerative coli- 
tis. They concluded that: results of med- 
ical treatment were disappointing, four 
patients were treated by ileostomy alone 
and all recovered, twelve individuals 
who received no corticosteroid therapy 
were treated by immediate subtotal 
colectomy and ileostomy with twenty- 
five percent mortality and fifty percent 
permanent cure (operation of choice in 
most cases), and finally-seven persons, 
given corticosteroid therapy, received 
an immediate, subtotal colectomy and 
ileostomy with fifty-seven percent mor- 
tality. The colon was more easily torn 
during colectomy in the corticosteroid 
treated patients. Truelove*® stated that, 
since the addition of local corticosteroid 
therapy to the medical treatment of ul- 
cerative colitis, the case fatality rate for 
in-patients of two Oxford, England hos- 
pitals has shown a sharp decrease, and 
is now about 1.5 percent, after having 
been steadily around eight percent dur- 
ing the previous twelve years. 


Bucaille®’ of VHospital St. Antoine, 
Paris, reported that electrocoagulation 
of the frontal lobe of the brain is a safe 
and effective means of treating ulcera- 
tive colitis, if the lesions were still re- 
versible. No deterioration in personality 
or mental ability resulted from this sur- 
gical therapy. In thirty patients so 
treated good results were obtained as 
follows: symptoms less than two years: 
eighty-two percent, symptoms less than 
five years: fifty-seven percent, and with 
symptoms over five years: forty percent. 
(Vol. 11, No. 6) DECEMBER, 1960 





Recently, Boehme*® adequately pre- 
sented the case for the surgical cure of 
ulcerative colitis. He urged that in- 
stances of this disease should be sent to 
the surgeon earlier, while the rectum is 
still in good condition — without the 
complications of fistula, abscess and 
fissure. Then one could save more anal 
sphincters and reduce ileostomy to a 
rarely needed operation. Ravitch? rec- 
ommends a one-stage operation of colec- 
tomy and abdominoperineal resection 
as the optimum treatment for this dis- 
ease, when indicated and required. 
There is lessened risk at one operation, 
one incision, one anesthesia, and the 
great advantage of immediate removal 
of the diseased colon, Turnbull®® advo- 
cates the employment of a modification 
of Aylett’s ileorectal anastomosis, in this 
disease, to alleviate the necessity for 
permanent ileostomy after colectomy. Of 
fourteen cases so treated: rectal con- 
tinence was retained in thirteen, and 
four were operative failures. Klein and 
his colleagues* recommend performing 
a cecostomy for decompression as being 
preferable to an ileostomy in the pres- 
ence of acute toxic colonic dilatation. 
This operation promotes prompt and 
adequate decompression and drainage 
of the dilated colon, while preventing 
toxic absorption and perforative com- 
plications. 

Stahlgren and Ferguson** summarized 
their experience with forty-eight patients 
with segmental ulcerative colitis, Perma- 
nent ileostomy was avoided in sixty- 
nine percent of their patients. Their 
follow-up ranges from twenty-two years 
to one year. 

Slaney and Brooke* studied the inci- 
dence of carcinoma in ulcerative colitis. 
This range of occurrence was 6.7 per- 
cent for all colitis patients in their 
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studied series, but rose to seventeen 
percent in those individuals who had 
had their disease for more than ten 
years. The five-year survival rate in in- 
stances of carcinoma complicating ul- 
cerative colitis is less than twenty per- 
cent in their opinion. The average age 
of such patients was forty-two years as 
compared with sixty-three years in pre- 
viously healthy persons. 


Fallis and Barron** recommend the 
performance of a loop ileorectostomy in 
ulcerative colitis. This operation has 
been done on twenty-six individuals, 
without a single death nor an anasto- 
motic failure. Barss and his group*® re- 
ported upon thirty-eight persons with 
intermittent volvulus of the right colon. 
The chief problem was in differentiating 
cecocolic torsion from acute or recur- 
rent appendicitis. 

Schofield*’ reported an instance where 
intestinal obstruction was due to a slid- 
ing femoral hernia which contained 
pelvic colon. This is a rare occurrence. 
Perl** described an example of a post- 
operative perineal hernia following the 
Miles’ operation for carcinoma of the 
rectum. The ingenious use of bilateral 
musculofascial flaps from the glutei 
maximus in the repair was permanently 
successful, 

Williams®*® reviewed persons with 
acute solitary ulcers of the cecum and 
found that they were usually operated 
upon under the mistaken diagnosis of 
acute appendicitis. At operation, these 
lesions may appear to be carcinomatous. 
It is mandatory that the benign nature 
of these clinical entities be recognized 
and an unnecessary right hemicolectomy 
be avoided, Most such ulcers arise as a 
sequel to acute diverticulitis of a single 
congenital true diverticulum, often filled 
by a large fecolith. Usually the appendix 


is either normal or has been previously 
removed. The tumor mass upon care- 
ful inspection, will be found to protrude 
outwards from the cecal wall and is 
therefore not derived from the mucosa. 
A cecostomy may clear up the diagnosis. 
Conservative treatment is _ indicated. 
Payne and Beatty*® presented a critical 
analysis of five hundred thirty-one pa- 
tients with diverticulitis coli. Their study 
again stresses the fact that concurrent 
appearance of diverticulae and signoid 
carcinoma is possible. They recommend 
that colonic partial resection is indicated 
whenever there is a question of the 
possible malignant character of the 
lesion. Smithwick* recommends that re- 
section of the sigmoid colon for diver- 
ticulitis should usually be preceded or 
accompanied by a proximal colostomy 
to avoid leakage at the site of anasto- 
mosis. Between twenty to twenty-five 
percent of patients with sigmoid diver- 
ticulitis require surgical treatment. The 
entire sigmoid colon should be removed 
and the descending colon anastomosed 
to the rectosigmoid just proximal to the 
peritoneal reflection. Recurrences follow 
partial resection of the sigmoid. Leak- 
age from the anastomosis is the greatest 
single hazard of this operation. One-, 
two,- or three-stage operations, may be 
required, depending on the circum- 
stances in each individual patient. Jew 
and Harbison‘? present a similar ex- 
cellent review upon the same subject, 
based upon nine hundred and one cases 
of whom forty were treated surgically. 
They favor the one-stage elective resec- 
tion whenever possible. 


Byrne** presented a study upon one 
hundred ninety-seven individuals treated 
at the Boston City Hospital for large 
bowel obstruction. Cancer was the most 
common causative lesion, The mortality 
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rate was thirty-two percent, chiefly due 
to prolonged obstruction. About one-half 
of the survivors underwent subsequent 
definitive surgery, either an abdomino- 
perineal resection or a left-sided colec- 
tomy. Weiss‘ recommends the use of 
Desitin® ointment to give the most 
marked subjective relief of itching, pain 
and burning of the peristomal regions 
of ileostomy and colostomy patients. 


D’Javid*® has contributed an_ out- 
standingly excellent review of the litera- 
ture (two hundred seventy-eight cases) 
and a personal case-report on lipomas 
of the large intestine. A copy of this 
fine article should be in the permanent 
reprint file of every coloproctologist. 
Usually these lesions are solitary, sub- 
mucous in location, more common in 
the female, usually considered to be 
malignant preoperatively, undergo ul- 
ceration, produce intussusception or 
obstruction, cause hemorrhage, and 
melena. 

Park** reported upon benign adeno- 
mas of the colon and rectum. He pointed 
out that juvenile polyps may occur into 
the early twenties and are not true 
adenomas. Most lesions were found on 
the anterior wall, averaging twelve cm. 
proximal to the anal verge. Rosser and 
McGregor*’ have given an excellent re- 
view of adenomatous polyps of the rec- 
tum and colon, based upon one-hundred 
consecutive patients with this clinical 
entity. This should be required reading 
for all coloproctologists. Forty-seven had 
rectal polyps of which eighteen con- 
tained adenocarcinoma. Three of these 
eighteen instances showed invasion of 
the pedicle of the polyp by adeno- 
carcinoma. All of these forty-seven were 
totally excised by snare or biopsy for- 
ceps followed by fulguration, There 
were two recurrences with death, one 
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with carcinomatous invasion of the pedi- 
cle. There were eleven persons with 
rectal villous papillomas, but only four 
were proven benign following careful 
pathologic study. 

Roy and Ellis** and Rudman and his 
colleagues*® warn about the grave dan- 
ger that villous tumors of the large 
intestine and rectum may be associated 
with circulatory collapse, dehydration, 
hypopotassemia, and massive and fatal 
electrolyte losses. To prevent fatality, 
this lesion must be suspected, diagnosed 
and totally excised with an absolute 
minimum of delay. 

Lowenberg and Rose*’ have recorded 
an interesting case-report of a forty- 
year-old male suffering from hemangio- 
matosis of the left lower extremity and 
the rectum and rectosigmoid. For the 
past nine years, he had been forced into 
the life of semi-invalidism. By staged 
operations, the tumor was first removed 
from the distal large bowel by the Miles 
operation, then from the left buttock 
and thigh, and finally from the left leg 
and ankle. The patient was restored to 
good health. 

Colangelo and Zurfli*' presented a 
case-report upon a_ sixty-five-year-old 
male who had a primary lymphosar- 
coma of the pelvic colon. These are rare 
tumors and sixty percent are found in 
the cecum. Bluth*? reviewed the roent- 
genologic features of five hundred and 
nine persons with proven carcinoid 
tumors of the gastrointestinal tract. 
These tumors are commonly found in 
the terminal three feet of the ileum, but 
rarely are they found in the colon and 
rectum. The author states that appendi- 
ceal and rectal carcinoids were not of 
radiological significance. 

Graham and Smith** studied the au- 
topsy records (9,145) at the Indiana 
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University Medical Center for the per- 
iod: 1914 to 1959 and 16.4 percent 
showed cancer. Of this 16.4 percent, 
only thirty persons, or two percent, had 
two or more primary malignant neo- 
plasms. In this small group of thirty 
individuals, one seventy-nine-year-old 
male had seven primary malignant neo- 
plasms, including an adenocarcinoma 
of the ascending colon and locally in- 
vasive adenocarcinoma of a polyp in 
the descending colon, 


Swinton and Snow,** reporting from 
the Lahey Clinic, stated that between 
1945 and 1954, 1,394 patients with 
benign mucosal polyps of the colon and 
rectum together with 1,709 individuals 
with adenocarcinoma of the same region 
underwent treatment. In addition, one- 
hundred thirty-five other persons had 
polyps of the rectum and colon that 
showed both polypoid and carcinoma- 
tous tissue. Forty-two of the patients in 
this last small group (thirty-one per- 
cent) had these malignant polyps 
treated by local excision and fulgura- 
tion. No recurrences have occurred up to 
April 1960. This data thus suggests that 
many benign mucosal polyps of the 
rectum showing early histologic malig- 
nant changes can be treated safely by 
conservative methods. Polyps showing 
definite invasion of the stalk or adjacent 
bowel wall should be treated radically. 

Field®* has recently presented a con- 
cise review on the use of various chemo- 
therapeutic agents in the management 
of malignancies of the gastrointestinal 
tract. Crohn,*® in discussing the rectal 
complications of inflammatory bowel 
diseases, made the following points: As 
a rule surgical procedures on the rec- 
tum, except for drainage of an acute 
ischiorectal abscess, should not be at- 
tempted when the patient has active in- 


testinal disease. In the case of regional 
ileitis, operation should be delayed un- 
til diarrhea has subsided, either spon- 
taneously or after a short-circuiting pro- 
cedure or a surgical resection. Patients 
with regional or segmental colitis should 
be given corticosteroid or antibiotic 
therapy to arrest the symptoms. Cura- 
tive rectal operations may be done dur- 
ing remission, if the complications are 
unbearable, or after radical resection of 
the right colon and ileosigmoidostomy. 
Following partial colectomy, extension 
of the disease into the rectum is fre- 
quently seen. In such instances, perma- 
nent ileostomy allows spontaneous reso- 
lution of fistulas and abscesses. 

Radical operations may be done for 
persons with idiopathic ulcerative coli- 
tis during steroid-induced remission. 

Stockman, Young and Jenkins*’ re- 
port a four-year-old girl who had a 
small, partial duplication of the rectum 
that contained gastric mucosa. They 
state that a search of the literature fails 
to reveal a report of the occurrence of 
a similar case, 

Sherman and Garske®* cite two in- 
stances of carcinoma of the urinary 
bladder in young men treated surgically 
by the Gersuny operation. The ureters 
were implanted in the upper rectum, and 
then this served as a rectal bladder, 
emptying through the anus. The sigmoid 
was transected, the upper end of the 
rectum was closed in layers, the sigmoid 
and descending colon were mobilized, 
and pulled down anterior to the rectum 
through the perineum and inside of the 
anterior fibers of the external anal 
sphincter muscle. Both patients made an 
excellent recovery and have returned to 
full work. 

Trimpi®” recorded his experiences 
with trimeprazine tartrate (Temaril®) 
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that was administered to fifty-six indi- 
viduals suffering from severe pruritus 
ani, Fifty-three had been previously 
treated by all types of therapy without 
success. The average daily dose of trime- 
prazine tartrate given was 10 mg. Forty- 
five patients were given triamcinolone 
acetonide and were instructed to apply it 
locally three or four times daily. Dura- 
tion of the therapy for the entire group 
varied from three to fifteen weeks. Com- 
plete relief from itching was obtained 
by the combined therapy in thirty-seven 
individuals, In most patients, six weeks 
of therapy, giving trimeprazine tartrate 
and triamcinolone acetonide in the first 
week or two, and trimeprazine tartrate 
alone for the next four or five weeks, 
brought about cessation of the “itch- 
scratch” cycle. Once this cycle was 
broken, it was found that most persons 
were relieved and there was no recur- 
rence. 

Hill and his group studied the pres- 
sure profile of the rectum and anus of 
healthy individuals. The summary of 
their experiments was as follows: Mean 
sigmoid and rectal resting pressures 


were two to five cm. of water above the ' 


ambient pressure. A band of elevated 
pressure about 4 cm. in width was al- 
ways detected in the anal sphincter, The 
mean maximal pressure in the sphincter, 
as detected by open-tip tubes was forty- 
five cm. of water; greater maximal 
pressures were encountered when bal- 
loons were withdrawn through the 
sphincter. 

Bands or zones of increased pres- 
sure were consistently detected in 
the rectum during withdrawal of even 
tiny balloons. The suggestion is made 
that these structures may act as incom- 
plete valves resisting the analward 
movement of rectal contents. 
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Jackman® studied three hundred 
eighty-eight cases of hidradenitis sup- 
purativa. The perianal region was the 
second most common site (thirty-two 
percent) for this disease (the axilla is 
the most common). Some so-called re- 
current pilonidal cysts, anal fistulas, in 
which no anorectal source is found, are 
commonly recurrent or new areas of 
hidradenitis suppurativa. Once this dis- 
ease is well established, non-surgical 
treatment has been ineffective. Although 
the incidence of further future difficulty 
with this disease, meaning new areas of 
involvement or areas of recurrence is 
relatively high, surgical excision of the 
involved sites constitutes the best treat- 
ment. 

Examination of the patient under 
anesthesia is often the only manner in 
which a differential diagnosis can be 
made between this disease and fistulas 
and pilonidal disease. Long-standing 
hidradenitis suppurativa cases may 
develop complicating squamous cell 
epithelioma. 


Ellison®* found in one _ hundred 
seventy-four infants and children with 
symptoms of anal fissure, that one hun- 
dred seventeen had active lesions, and 
fifty-seven had the post-fissure syn- 
drome. All but one of the one hundred 
seventeen were treated medically. All 
but nine of these one hundred seventeen 
cases were traced from one to fifteen 
and a half years after treatment. On the 
assumption that the patients not con- 
tacted were not healed, the cure rate 
was 92.7 percent. Recently, the Burke- 
Jackman modification of the Thiersch 
operation for rectal prolapse was pre- 
sented. It consists of the use of a ten- 
inch section of twisted twenty-one-gauge 
stainless steel wire swaged to a large 
curved needle, The ends of the twisted 
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stainless steel wire are drawn through 
a snug-fitting stainless steel sleeve, thus 
permitting adjustment of the wire loop 
to the proper size. The sleeve is then 
crimped in three places with beveled 
pliers and the wire cable is cut off flush 
with the end of the sleeve, thus creating 
a smooth union. 

Gordon and Segel® cited two ex- 
amples of leiomyosarcoma of the rec- 
tum. This is a rare (once in every 3,000 
rectal tumors) and highly malignant 
lesion. The tumor is larger, rubbery, 
firm, and submucosal. Biopsy should be 
done under direct vision and 
through the mucosa if necessary. These 
lesions are not encapsulated. They com- 
monly infiltrate the musculature of the 


down 


bowel wall and spread by both local 
extension and by vein. Local excision of 
this pathologic entity is futile. Only a 
radical abdomino-perineal resection is 
adequate therapy for this 
tumor. 


surgical 


Sonneland® reports a seventy-seven- 
year-old woman who had undergone ab- 
domino-perineal resection for adeno- 
carcinoma of the rectum seventeen years 
prior to the development of a localized 
recurrence of the adenocarcinoma in 
the skin adjacent to the site of the 
permanent colostomy. Today, chemo- 
therapeutic methods are being employed 
throughout this country to render such 
incisions tumor-sterile. 

McCormick and Maus” studied three 
hundred seventy-one patients that have 
been treated at the Ontario 
Foundation at the Windsor Clinic since 
1936. These all had cancer of the rec- 
tum. With an absolute five-year survival 
rate of forty percent, cancer of the rec- 


Cancer 


tum is still a very lethal disease. Today, 
the present rate of resectability is seven- 
ty percent with a hospital mortality of 
from three to six percent. These authors 
now expect a fifty-eight percent abso- 
lute five-year survival in those who sur- 


vive a curative resection, and nine out 
of ten of these will still be alive at the 
end of the tenth year. 

Kratzer®* recorded that in a ten-year 
period, he had observed two hundred 
fifty cases of carcinoma of the rectum, 
personally operating upon two hundred 


forty of these. Ten years or less later, 
one-hundred and _ twenty-five patients 
(fifty percent) are alive. The rectum 
was saved and colostomy avoided in 
eighty-five cases: fifty-seven of these in- 
dividuals (67.06 percent) are alive. This 
figure is high, since many operations 
were performed in the past several 
years, and sufficient time has not elapsed 
to evaluate these statistics properly. The 
operative mortality was 2.35 percent. 
The morbidity rate was low (4.7 per- 
cent). 

Low anterior resection was performed 
on forty-four patients, and all had per- 
fect bowel control. The pull-through op- 
eration was done on forty-one persons. 
They have reasonably satisfactory con- 
trol provided they take an enema each 
day or two. Not one of them would trade 
his pull-through procedure for a colos- 
tomy. 

A recent editorial®® admirably sums 
up the present-day British attitude 
towards the treatment of cancer of the 
rectum. The reader is encouraged to 
obtain a copy of this splendid editorial 
and marvel at the conciseness and yet 
comprehensiveness of this summation. 
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Surgical Approaches to 


Posterior Proctotomy 


HAROLD I. MILLER, M.D., F.A.C.S., D.A.B.S. 


| am of their actual or 
potential malignancy, all polyps of the 
large bowel should be adequately re- 
moved. Most colonic polyps are easily 
treated either endoscopically or intra- 
abdominally with colotomy. In_ the 
lower 14 cm. of bowel, several problems 
occur which are not found when polyps 
are treated elsewhere. In the rectal am- 
pulla, 8 to 14 cm. from the anal verge, 
large sessile polyps, small carcinomas, 
and tumors on the proximal surface of 
a mucosal fold or Houston’s valve are 
hard to approach through the sig- 
moidoscope and may be almost impos- 
sible to approach intra-abdominally. 
Similarly, large sessile polyps just within 
the anal sphincter, particularly on the 
posterior surface, may be quite hard to 
visualize. The problem is compounded 
when the gross appearance is that of 
malignancy, but the biopsy report is 
either benign or atypical. It is well 
known that the gross appearance and 
histology may not be exactly parallel, 
and it is obvious that leaving part of 
the growth in situ is unsatisfactory for 
(Vol. 11, No. 6) DECEMBER, 1960 


Boston, Massachusetts 


final diagnosis. Total biopsy and ade- 
quate therapy is needed. It is in this 
particular group of patients on whom 
the posterior rectal approach has re- 
cently been re-emphasized as of value. 

Bacon’ also points out that in an 
occasional feeble patient with com- 
plicating medical diseases, small cancers 
may be treated this way. 

This type of surgical attack was first 
used by Kraske? in posterior resection 
for rectal carcinoma. In a now obsolete 
operation, he removed the malignancy 
and performed either an end-to-end 
anastomosis or a_ sacral colostomy. 
Hochenegg* used the same approach but 
modified Kraske’s operation by sub- 
stituting a pull-through or invagination. 
At about the same time, Allingham,* in 


England, further modified the pro- 


Dr. Miller is Assistant Clinical Professor of 
Surgery, Boston University School of Medicine; 
Associate Visiting Surgeon, Third Surgical Serv- 
ice (Boston University), Boston City Hospital; 
Pediatric Surgical Service, Boston City Hos- 
pital, Boston, Massachusetts; Consultant in Sur- 
gery, New England Hospital. 
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cedure, trying to retain fecal continence. 
Following these procedures for malig- 
nancy, there was about a 90 percent 
recurrence rate and a 70 percent in- 
cidence of fistulas. Fecal incontinence 
was also present frequently. In 1917, 
published a 


surgical technique and from time to 


Bevan® description of 
time since that report various authors 
have had renewed interest and have 
written on the subject.*: ® * 

Anatomy The surgical anatomy is 
that of the posterior half of the perineum 
and the retrorectal space. The posterior 
half of the perineum is bordered by 
the tip of the coccyx, both gluteus 
both 
tuberosities. The glutei are rhomboidal 
muscles 
superior iliac spine, the tip of the 


maximus muscles, and ischial 


arising from the posterior- 
coccyx, and all the bony and ligamen- 
tous tissue between. The lower border 
of the gluteus maximus extends from 
the tip of the coccyx across the ischial 
tuberosity and onward to the shaft of 
the femur. The tuberosity is covered by 
the gluteus maximus on standing but 
not on sitting. In the Kraske position 
the gluteus maximus is not over the 
ischial tuberosity. The levator ani is a 
broad thin muscle attached to the inner 
surface of the side of the lesser pelvis 
and uniting with its fellow of the op- 
posite side. It supports the viscera 
which pass through it. It consists of 
two main parts—the iliococcygeus and 
the pubococcygeus, the later having a 
specialized portion known as the pubo- 
rectalis. The iliococcygeus arises from 
the ischial spine and from the lateral 
pelvic wall as far forward as the ob- 


Presented at the Twelfth Annual Teaching 
Seminar of the International Academy of Proc- 
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turator canal. Its origin is fascial. The 
muscle is quite thin and the muscle 
fibers pass downward and inward to 
insert into the sides of the coccyx and 
anococcygeal raphe. The pubococcygeus 
arises from the posterior part of the 
pubis, the deep layer of the triangular 
ligament, and from the fascial arch or 
white line of the levator ani muscles. 
The pubococcygeus fibers pass mainly 
backwards and slightly inwards on either 
side to join in a V-shaped manner to 
form a raphe attached to the front of 
the coccyx and sacrum. The 
muscle fibers of the pubococcygeus run 
in a different direction from those of 
The pubococcygeus 


lower 


the iliococcygeus. 
fibers run backwards and the iliococcy- 
geus fibers run downwards and inwards. 


In its medial and anterior portion, the 
pubococcygeus is thicker and more 
vascular than the rest of the muscle and 
forms the puborectalis muscle. At its 
origin this is nearly horizontal with an 
upper and a lower surface but as it 
passes backwards it twists so that its 
upper edge becomes medial and_ its 
medial edge inferior. The puborectalis 
fuses with the puborectalis of the op- 
posite side to form a continuous sling 
passing behind the anorectal junction. 

The anal canal is supported by the 
anal sphincters, the anococcygeal body, 
the perineal body at its central tendinous 
point, and the pelvic diaphragm. The 
external anal sphincter is made up of 
striated muscle. Its superficial fibers are 
subcutaneous. The deep fibers are 
separated from the nonstriated internal 
sphincter by the levator ani. The ex- 
ternal sphincter is oval. From the pos- 
terior end of this oval body, fibers ex- 
tend to the coccyx. This extension, when 
tendinous, makes up the anococcygeal 
ligament. The anterior portion of the 
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external sphincter lies over the super- 
ficial transverse perineal muscle. The 
anococcygeal body is composed of 
four layers: the anococcygeal ligament 
formed by the external anal sphincter, 
the the 
urogenital musculature, the iliococcy- 
geus, and the The 
perineal body at the center of the 
perineum supports the anus anteriorly 
and is made up of several muscles: the 
transverse perineal muscles, the external 
anal sphincter, the bulbocavernosus, and 
part of the levator ani muscles. The 
fibromuscular pelvic diaphragm is com- 
posed of the levator ani muscles and 
the coccygeus. 


posterior prolongation of 


pubococcygeus. 


The fascial supports consist mainly 
of the fascia of Waldeyer. This is a 
strong avascular layer of parietal pelvic 
After the 
coccyx and division of the iliococcygeus 
muscle, the fascia of Waldeyer is both 
seen and felt as it comes downwards 


fascia. disarticulation of 


from the anterior surface of the lower 
sacral vertebrae. In the midline, the 
fascia of Waldeyer is a strong sheet 
which passes down and becomes. at- 
tached to the dorsal of the 
anorectal junction forming a suspensory 
ligament of the rectum at this point. In 
performing a perineal dissection of the 
rectum, this fascia should be divided 
transversely just below the level of the 


aspect 


sacrococcygeal joint before the mesorec- 
tum and its vascular pedicle can be com- 
pletely exposed. Above, the fascia is 
adherent to the periosteum of the 
sacrum and if it is not completely di- 
vided but is stripped off the front of 
the sacrum, troublesome bleeding may 
be met from the sacral veins. Laterally, 
the fascia of Waldeyer becomes less 
distinct. 

The lateral ligaments are infoldings 
(Vol. 11, No. 6) DECEMBER, 1960 


of the parietal pelvic fascia at the level 
of the third sacral vertebra. In them 
run the middle hemorrhoidal vessels as 
they pass from the posterolateral walls 
of the pelvis to reach the rectum. These 
lateral ligaments, or rectal stalks, are 
usually well-defined structures and their 
division is an essential part of mobiliza- 
tion of the rectum, either from above or 
below. The vessels contained in them 
vary a good deal in size, often being 
so small as not to require a ligature 
when cut. 

The retrorectal space is normally only 
a potential space and becomes a space 
when the rectum is displaced anteriorly 
by a tumor or fluid. It is bounded an- 
teriorly by the rectum, posteriorly by 
the sacrum and coccyx, superiorly by the 
reflection of the peritoneum onto the 
rectum approximately at the junction 
of the second and third sacral segments, 
inferiorly by the floor of the perineum 
including the levators and coccygei, and 
laterally by the peritoneal reflection, 
lateral rectal stalks, and walls of the 
pelvis. The space contains branches of 
the sacral and sympathetic plexus of 
nerves; the middle sacral. iliolumbar. 
and middle hemorrhoidal vessels; and 
lymphatics. 

Technique Posterior proctotomy 
has distinct limitations. It is mainly 


used for relatively large flat lesions be- 


low the peritoneal reflection either 8 
to 14 cm. from the anal verge or just 
within the anal verge. Its main use is 
for benign lesions but rarely may be 
used in debilitated patients as a com- 
promise method of the surgical treat- 
ment of carcinoma. 

Once the need has been established 
for this operation, bowel preparation is 
used. It has been our practice to pre- 
pare patients only with enemas and 
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laxatives. Antibiotics have not been 
used. The patient is placed in the 
Kraske position and after suitable skin 
preparation and draping, an incision is 
made from the lower sacrum to the anus. 
Dissection until the 
levators and their midline fusion are 
exposed. The external sphincter and the 
anococcygeal ligament is identified. The 
ligament is divided. With 
lesions, coccygectomy may not have to 
be performed. With somewhat higher 
lesions, the coccyx is disarticulated, care 


is carried down 


low-lying 


being taken to suture ligate the middle 
sacral artery. Waldeyer’s fascia is in- 
cised. The glutei are retracted upwards 
and the anococcygeal body divided. The 
rectum is mobilized manually. This is 
quite easy to do and if necessary the 
whole circumference of the rectum may 
be freed. As much mobilization is per- 
formed as is necessary. The rectum is 
ordinarily longitudinally and 
transversely. this 
modified. It is more important that the 


incised 
However, may be 
suture line be without tension rather 
than it follow any particular pattern. 
If the lesion is on the posterior wall, 
by palpation the incision may be made 
parallel to this and around this. If the 
lesion is on the anterior wa'l. after the 
posterior wall is opened, the full thick- 
ness of the anterior wall of the rectum 
is removed down to areolar tissue. Each 
opening in the rectal wall is closed with 
several 
chromic catgut suture material. The 


layers, usually continuous 
anococcygeal body and the skin are 


closed. The area is ordinarily drained. 


Bevan’s original description is some- 
what different. He makes a five- or six- 
inch incision from the lower sacrum to 
the anus. The skin and superficial fascia 
is divided, exposing the coccyx above. 
The ligamentous attachments to the 


coccyx are freed and the coccyx disartic- 
ulated. Beginning at the anus, short 
artery clamps are applied to the entire 
thickness of sphincter and rectum and 
the posterior surface of the bowel split 
open for three or four inches. Depend- 
ing where the tumor is, Bevan then re- 
moves a full thickness of rectum with 
a cautery. The defect is closed with a 
running catgut stitch. The rectum is 
then closed with interrupted linen 
stitches, tying the knots inside. This 
layer is reinforced with a running cat- 
gut stitch. The area is drained prior 
to closure of the skin and fascia. Bevan 
states he has been able to remove half 
the caliber of the gut and has removed 
as much as half the sphincter. 

David describes essentially the same 
operation, splitting the rectum up to the 
coccyx, pulling down the tumor, and 
excising it. David closes the mucosa 
with a running stitch, placing the suture 
in the submucosa and not through the 
mucosa. He sutures the muscularis with 
interrupted catgut stitches and _ then 
places a third row of sutures, including 
the extensions of the external sphincter 
to the David unites the ex- 
ternal sphincter with two interrupted 
mattress sutures of chromic catgut. He 
states that on about the sixth day there 
is leakage along the suture line but in 
“all patients” healing takes place and 


coccyx. 


continence ensues. 


Case Reports 


Case 1. This 65-year-old man was 
discovered to have a flat, sessile polyp, 
3.5 cm. in diameter, on the posterior 
rectal wall during investigation of rectal 
bleeding. This was located 10 cm. from 
the anus. A barium enema was unre- 
markable. The patient was short, squat, 
A laparotomy was per- 


and _ obese. 
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formed and the tumor could not be 
reached. When the patient recovered 
from laparotomy, posterior proctotomy 
was performed. The tumor could be 
palpated and was excised circumfer- 
entially with the original excision. There 
was no leakage. Drains were removed 
on the fourth postoperative day. The 
pathology report revealed adenomatous 
polyp with no evidence of malignancy. 
The patient has been followed five years 
and has showed no evidence of recur- 
rence. 

Case 2. A 50-year-old male was dis- 
covered to have a polyp on the posterior 
rectal wall 8 cm. from the anal verge 
on routine sigmoidoscopy. The patient 
had no symptoms from his. There was 
a small stalk. This was approached and 
removed through posterior proctotomy 
without difficulty. There was no fecal 
leakage. The patient had a benigh post- 
operative course and was lost to follow- 
up. 

Case 3. This was a 72-year-old single 
lady who had rectal bleeding. A 4 x 4 
cm. polyp was discovered 10 cm. from 
the anal verge on the anterior wall of 
the rectum. 
were reported as carcinoma in _ situ. 


Three separate biopsies 


Miles’ resection was considered. Poster- 
ior proctotomy was performed by Dr. 
Stephen Meagher a full thickness of 
anterior wall of the rectum removed, 
and both wounds sutured with running 


chromic catgut stitches. The patient 


followed two years without evidence of 
recurrence and was then lost to follow- 
up. 

Case 4. A 56-year-old lady was seen 
for bloody bowel movements and dark 
stools of one year’s duration. Rectal 
examination revealed a large fungating 
mass 4. cm. above the dentate line palpa- 
ble on the posterior wall of the rectum. 
Multiple biposies were taken which re- 
vealed “tissue consistent with villous 
polyp showing occasional foci of atypi- 
cality.” On posterior proctotomy, per- 
formed by Dr. Stanley Mikal, a large 
villous tumor approximately 8 by 5 cm. 
was delivered into the wound. This had 
a pedicle approximately 1144 to 2 cm. 
The pedicle was resected with a cautery. 
The defect was closed with figure-of- 
eight interrupted 000 chromic catgut 
stitches. The posterior rectal wall was 
closed with a layer of continuous 
chromic catgut stitches, reinforced with 
a layer of interrupted silk sutures. The 
area was drained. The patient had no 
leakage. There has been no recurrence 
during a one year follow-up. 

This 65-year-old male was 
admitted for evaluation of a rectal polyp 


Case 5. 


discovered on routine physical examina- 
tion. The lower end of a polyp was just 
barely palpable on digital examination 
and was 8 cm. from the anal verge on 
sigmoidoscopy. After biopsy, which re- 
vealed a polyp with atypicality, poste- 
rior proctotomy was performed. The 


had no leakage. The pathology report patient has a benign postoperative 
was carcinoma in situ. The patient was course. 
Discussion 


The method of therapy described 
fulfills all surgical requirements for 
benign lesions not adequately treated 
by endoscopic means. It offers a 
(Vol. 11, No. 6) DECEMBER, 1960.1 1» 


method of total biopsy and treatment 
of benign lesions. Its use in malig- 
nancy must be considered a com- 
promise dictated by the inability of 
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the patient to undergo radical oper- 
ation. Leakage has not been a prob- 
lem. This is due to adequate mobiliza- 
tion of the rectum prior to incision 
so that closure is without tension. It 
is unlikely that the specific technique 
of suturing is very important. The 
five cases presented had no compli- 
cations. 


We have not performed the opera- 
tion as described by Bevan.’ He 
offered no data on continence. David*® 
describes temporary leakage. In twen- 
ty-one cases of malignancy treated 
this way by Bacon,' he reports four 
recurrences and two fistulas. 


422 Beacon Street 
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STONE 


"| have a dizzy feeling in my rectum." 
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Barium Sulfate 


Granuloma of Rectum 


O.. of the complications of 
enemas with roentgenographic contrast 
media is the introduction of barium sul- 
fate into the rectal tissues. Cases of bar- 
ium sulfate granuloma of the rectum are 
detected and reported infrequently,’ 
but probably most cases are asympto- 
matic and are missed. This report con- 
cerns the evolution of this lesion as ob- 
served in experimental animals and in 
a clinical case that had two successive 
biopsies. 

Case Report = The patient was a 63- 
year-old white female who complained 
of abdominal pain and melena. X-ray 
studies of the gastrointestinal tract 
showed narrowing of antrum due to 
spasm or adhesions. Barium enema 
showed diverticula, narrowing and dis- 
tortion of mucosal folds of mid-sigmoid 
region, Air contrast studies were in- 
cluded in this examination, but the Bar- 
dex tube was not used. The patient com- 
plained of pain during the procedure. 
Four days later, proctosigmoidoscopy 
revealed an ulcer covered with necrotic 
slough on the anterior rectal wall, about 
three inches above the anus. It was 
(Vol. 11, No. 6) DECEMBER, 1960 
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thought to be a malignant tumor. A 
biopsy was taken, but it showed no evi- 
dence of tumor. Proctoscopy was _ re- 
peated sixteen days after the barium 
enema. The lesion was again identified 
and biopsied, and again the biopsy re- 
vealed no evidence of neoplasm. A re- 
peat barium enema showed only sig- 
moid diverticulosis. Urinalysis, blood 
count, and blood serology were normal, 
and no ova, parasites, pathogenic bac- 
teria or occult blood were found in the 
feces. Follow-up proctoscopic examina- 
tions, performed one and six months 
after the initial barium enema, showed 
complete healing of the lesion. 
Microscopic Findings The firsi 
biopsy consisted of rectal tissue with 
ulceration and acute inflammation 


(Fig.1). The ulcer had a thick fibrino- 
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FIG. 1. First Biopsy: *Ulcer bed (left) covered by thick 
fibrinopurulent deposit (X30). 





* ° as 
| Os _ a 8 en 


FIG. 2. Second biopsy: Phagocytes and multi- 
nucleated giant cells filled with barium sulfate 
crystals (clear, almost colorless plates and granules 
of varying sizes) (X500). 








FIG. 3. Rat rectum in cross section showing macro- “We are indebted to Dr. Mal 
scopic appearance of experimental barium sulfate colm A. Hyman for permitting us 
granuloma in submucosa. to reproduce this slide. 
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purulent surface exudate and _ the 
subjacent submucosa and muscularis 
showed edema, vascular dilatation and 
polymorphonuclear neutrophilic — infil- 
tration. The surface exudate and sub- 
jacent tissues contained innumerable re- 
fractile crystals. The crystals were al- 
most colorless and varied from clumps 
of fine but irregular granules to plates 
of irregular size and shape. Many cry- 
stals were optically active under polar- 
ized light. Some of the smallest granules 
appeared to be phagocytosed by neu- 
trophils, but most were extracellular. 

The second biopsy consisted of rectal 
tissue with ulceration and subacute in- 
flammation. The ulcer had a thin fibrino- 
purulent exudate overlying a thick zone 
of granulation tissue. The latter showed 
edema, vascular proliferation and con- 
gestion, and infiltration with polymor- 
phonuclear leukocytes and lymphocytes. 
There were many crystals which were. 
for the most part, within the cytoplasm 
of phagocytes and of multinucleated 
giant cells (Fig. 2). Adjacent to the 
granulation tissue, there was a zone of 
early submucosal fibrosis with scattered 
groups of phagocytes containing crys- 
tals. The crystals in the first and second 
biopsy specimens were identical in mi- 
croscopic appearance with crystals of 
barium sulfate. 

Experimental Observations A 
non-sterile, aqueous suspension of bar- 
ium sulfate was injected through syringe 
and needle into the rectal submucosa of 
seven rats under ether anesthesia, One 
blade of a thumb forceps was placed in 
the rectum so that its weight rétracted 
the anterior wall, and injections of 
0.1-0.3 cc. were made into the posterior 
wall without any attempt at antisepsis. 
The rats were sacrificed at intervals. 
After removal of the rectum, the lesions 
(Vol. 11, No. 6) DECEMBER, 1960 


were readily seen through the serosa. 
Cut sections showed circumscribed nod- 
ules of opaque white material (Fig. 3). 
The microscopic observations were as 
follows: 

Two Days After Injection: There was 
a well demarcated mass of barium sul- 
fate crystals mixed with neutrophilic 
leukocytes in the submucosa (Fig. 4), 
and the overlying mucosa was ulcerated. 
The surrounding submucosa exhibited 
vascular dilatation, edema and exuda- 
tion of fibrin and neutrophils, and the 
acute inflammation extended into the 
muscularis and serosa and even into 
perirectal skeletal muscle. 

One Week After Injection (two rats): 
The barium nodules contained more 
neutrophils, The surrounding edema and 
acute inflammation had subsided but 
around the margins of the lesions there 
were eosinophils, neutrophils, macro- 
phages and proliferated fibroblasts. The 
nodules were now poorly demarcated 
because of peripheral invasion by mono- 
nuclear phagocytes which had ingested 
many crystals. Ulceration was present in 
one rat and absent in the other. 

Two Weeks After Injection: There 
were many multinucleated giant cells 
and phagocytes filled with optically ac- 
tive crystals (Fig. 5). Small groups of 
phagocytes containing crystals were 
present in the muscularis, apparently 
migrating along lymphatic pathways. 
Ulceration was present but there was 
very little inflammation surrounding the 
nodule. 

Four Weeks After Injection: This 
lesion was ‘not ulcerated (Fig. 6). Al- 
though surrounding inflammation was 
minimal, lymphocytes and plasma cells 
were noted for the first time. Phago- 
cytosis was advanced. 

Six Weeks After Injection: This rat 
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FIG. 4. Microscopic appearance of masses of barium 
sulfate crystals, two days after injection. The small 
darkly-stained bodies in the left lower quadrant are 
polymorphonuclear leukocytes (X125). 





FIG. 5. Two weeks after injection, the histologic pic- 
ture was dominated by macrophages and giant cells. 
This picture was taken under polarized light to show 
the optically-active barium sulfate crystals (X500). 











FIG. 6. Four weeks after injection, there was peri- 
pheral invasion of the submucosal barium sulfate 
nodule by phagocytes. The overlying mucosa (top) 
was not ulcerated (X30). 











had inadvertently received two subsero- 
sal injections as well as the usual sub- 
mucosal injection. There was advanced 
phagocytosis on the periphery of the 
barium nodules, but the centers showed 
necrosis. Mild fibrosis was evident in 
surrounding tissue. 

Ten Weeks After Injection: The lesion 
was small but contained many optically 
active crystals in giant cells and macro- 
phages. There was no ulceration and 
only insignificant fibrosis. 

Sections of lungs, liver and mesenteric 
lymph node showed no lesions, and ex- 
amination under polarized light revealed 
no crystals. 

In summary, an early, mild but 
diffuse, acute inflammatory reaction was 
succeeded after one to two weeks by 
accumulation of phagocytes and giant 
cells which engulfed the barium sulfate 
crystals, Ulceration was inconstant and 
apparently not completely effective in 
expelling the foreign material. Barium 
sulfate rectal lesions persisted during 
the ten weeks of observation. 

Discussion The present subject is 
important for the proctologist because it 
represents a preventible complication of 
barium enema, and because the lesions 
arouse clinical suspicion of malignancy. 
Barium granulomas are presumably ini- 
tiated by trauma, and insufflation of air 
may play a role.*® Pain during the enema 
was not a feature of the case reported 
by Beddoe, Kay and Kaye’? or of the 
three cases reported by Gordon and 
Clyman.* Mucosal ulceration was pres- 
ent only in one of these four cases* and 
ulceration was an inconstant finding 
among our experimental rats. In con- 
trast, the patient described here com- 
plained of pain during the enema and 
both biopsies showed extensive ulcera- 
tion. It may be that the introduction of 
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barium into the tissues was attended by 
considerable trauma in this case, ac- 
counting for pain and ulceration, while 
other cases may have had minor trauma 
or only superficial fissures. It is also 
possible that the degree of secondary 
infection may determine the occurrence 
of ulceration. 

Barium sulfate appears to be a rela- 
tively non-irritating material.* This at- 
tribute of the material accounts for the 
relatively mild inflammatory reaction 
and for its long persistence in the rectal 
tissue. A more irritating material would 
lead to more intense inflammation, ul- 
ceration, sequestration of the offending 
material with speedy discharge into the 
lumen, followed by healing. The barium 
sulfate lesions are relatively indolent; 
even when ulceration occurs, it is only 
partly effective in expelling the foreign 
material. 

Phagocytosis is prominent in our 
human and animal material, (Figs. 2 
and 5), and we have observed phago- 
cytes with crystals along lymphatic 
pathways, presumably migrating to 
regional lymph nodes, Transport of 
barium to lymph nodes has been ob- 
served also after intraperitoneal’ and 
intrapulmonary* injections. Compared 
to ulceration and expulsion of foreign 
material, this method of handling bar- 
ium is slow, inefficient and does not get 
it out of the body. 

Gordon and Clyman* pointed out that 
early cases of barium granuloma were 
characterized histologically by a mild 
acute inflammatory reaction with poly- 
morphonuclear neutrophils while late 
cases exhibited macrophages and giant 
cells. This conclusion is fully confirmed 
by the two biopsies of our clinical case 
and by the serial study of experimental 
rats, 
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Summary 


This report concerns a patient who 
developed a barium sulfate granuloma 
of the rectum following a barium enema. 
The histologic course was followed by 
two biopsies and by serial study of rats 
with experimentally induced rectal bar- 
ium granulomas. 

These studies show that the initial 


leukocytic response is followed by 


phagocytic activity of macrophages and 
giant cells. Barium sulfate is a rela- 
tively inert material, and ulceration is 


of irregular occurrence. The rectal le- 


sions may persist for a variable period 
of time *but eventually heal. On initial 
proctoscopic examination, barium sul- 
fate granuloma may be mistaken for 
rectal carcinoma. 
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UNIQUE SCIENCE FILM AVAILABLE 


A film showing the destruction of living human cells 
by virus invasion is available to medical groups without 
charge, according to an announcement by the Doho 
Chemical Corporation. 

The work of Italian researchers, the film “makes 
visible to the naked eye the reproduction of viral bodies. 
ECHO (APC strain) and poliomyelitis virus are the 
infecting materials and human liver and kidney cells, 
respectively, are the hosts.” 

Titled “Virus to Mr. Virus,” the picture is in color 
and sound, with English narration. It is available to 
medical societies, hospitals, universities and professional 
study groups of 20 or more. Further information can be 
obtained by writing the Doho Chemical Corp., 100 
Varick St., New York 13, N. Y. 
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Better visualization and smoother manipulation 
permit improved techniques 


This small, compact procto-sigmoidoscope incorporates improved fea- 
tures in rectal snares, grasping forceps, telescopic attachments and 
variable size speculum. 

Included with the instrument are two proctoscope tubes (10 work- 
ing length) of 1” and %” diameters. Each tube is equipped with an 
obturator and a specially designed light carrier which focuses a 
brilliant beam of light on the distal end without interfering with the 
visual field. 

The adjustable telescope attached to the flange of the proctoscope 
tube is swung into position when needed, providing visualization with 
8 power magnification. The efficiency and serviceability of the triple- 
jowed grasping forceps and of the revised Frankfeldt snare have 
been greatly increased. The Yeomans biopsy punch, 3 lens inflating 
caps, an insufflation bulb and a variable size speculum are also 
provided with the instrument. 





Full information sent on request 





(ystoscope Makers, Inc. 
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Newer Medicinals 


Caldesene Medicated Ointment, Maltbiec 


Laboratories Division, Wallace & Tiernan Inc., 
Belleville, New Jersey. Contains 15% cal- 
cium undecylenate in a water-washabie base. 
Indicated to bring soothing relief to sore, 
burning, itching skin in diaper rash, minor 
skin irritations, chafing, and prickly heat. 
Use: Apply after cleansing skin, rub on 
gently. Sup: Collapsible tubes of 1'/2 oz. 


Creamlets, Winthrop Laboratories, New York, 


New York. Candy-coated, mint-flavored, 
antacid chewing gum containing specially 
processed aluminum hydroxide gel with mag- 
nesium hydroxide. Indicated to provide 
prompt, prolonged, pleasant tasting relief 
from gastric hyperacidity. Sup: Individual 
packets of 12 pieces. 


Darvon Compound-65, §ii Lilly & Company, 


Indianapolis, Ind. New dosage form, each 
red and gray pulvule containing 65 mg. 
dextro propoxyphene hydrochloride, 227 mg. 
acetylsalicylic acid, 162 mg. acetophenetidin 
and 32.4 mg. caffeine. Indicated where in- 
creased analgesia is desired for acute, 
chronic, or recurrent pain. Dose: | pulvule 
three or four times daily. Sup: Bottles of 100. 


Lida-Mantle, Dome Chemicals, New York, New 


York. Creme containing Xylocaine hydro- 
chloride in the exclusive Acid Mantle vehicie. 
Designed to stop itching and help skin re- 
sist irritation. Indicated for itching or pain 
associated with eczemas, abrasions, hemor- 
rhoids, pruritus ani, anal fissures, sunburn, 
minor burns, sore nipples, x-ray burns, poison 
ivy, herpes zoster and other conditions of 
the skin and accessible mucous membranes. 
Use: Apply liberally as often as necessary. 
Sup: Tubes of !/2 oz. and | oz. 


Mysteclin-F Capsules, —. R. Squibb & Sons, 


Division of Olin Mathieson Chemical Corp., 
New York, New York. Each capsule con- 
tains tetracycline phosphate complex equiv- 
alent to 250 mg. tetracycline hydrochloride 
and 50 mg. amphotericin B. Also available 
in half-strength capsules. Indicated to pro- 
vide simultaneous antimicrobial therapy and 


antimonilial prophylaxis. Sup: Full strength 
capsules in bottles of 16 and 100; half- 
strength in bottles of 16. 


Neopan, U. S. Vitamin & Pharm. Corp., New 


York, N. Y. Cream, each gram of which 
contains 5 mg. neomycin sulfate {equivalent 
to 3.5 mg. neomycin base) and 20 mg. 
pantothenylol. Indicated for prevention and 
treatment of cutaneous infections; pyogenic 
and secondarily infected dermatoses, impe- 
tigo, infected wounds, burns, varicose and 
trophic ulcers, folliculitis, furunculosis; also 
in herpes simplex and localized neuroderma- 
titis, Use: Cover affected areas once or 
twice daily, more often if needed. Sup: Jars 
of 2 oz. and | |b. 


Phazyme, Reed & Carnrick, Kenilworth, New 


Jersey. Tablets, containing in the outer 
layer for release in the stomach, 100 mg. 
pepsin N.F., 25 mg. diastase, and 20 mg. 
activated dimethyl polysiloxane; and in the 
inner core for release in the duodenum, 240 
mg. pancreatin N.F., and 40 mg. activatea 
dimethy! polysiloxane. Indicated for relief 
of distress, such as bloating, belching and 
flatulence caused by gas due to over- 
indulgence in food or air swallowing. Dose: 
One tablet with meals and upon retiring. 
Sup: Bottles of 50 and 100. 


Rectalyt, Mallon Division, Doho Chemical 


Corp., New York, New York. Each 3 Gm. 
dose of Rectalyt is supplied in a convenient 
disposable Rectisert, consisting of a soft 
plastic rectal applicator with a flexible, slim, 
prelubricated tip and a bulb containing the 
medication. Contains 10 mg. hydrocortisone 
alcohol, 105 mg. sodium dimethylacroy| 
sulfanilamide, 175 mg. benzocaine, 17.5 mg. 
menthol. Indicated in acute inflamed internal 
hemorrhoids, proctitis, inflamed postopera- 
tive scar tissue, itching and burning symp- 
toms in allergy, discomfort from Sjorgren's 
syndrome. Use: One Rectalyt three times a 
day (preferably after bowel movement). 
When administered by physician, knee-chest 
position is desirable. Sup: Boxes of 12, 
individually sealed in plastic envelopes. 
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A GREAT NEW PRODUCT FOR THE SKIN 


The highly effective wide-spectrum local antibiotic neomycin is combined in new Neopan 
Cream with soothing, healing pantothenylol (as available in Panthoderm Cream). Virtually 
free from sensitization or irritation...this esthetic, water-miscible cream relieves pain, 
itching and irritation and speeds tissue repair as it prevents or controls infection* in... 
simple hemorrhoids « rectal irritation ¢« simple fissures 
eczemas e«- pyogenic dermatoses e- infected wounds 
proctitis e pruritus ani 


*systemic anti-infective agents should also be used where necessary. Each gram of NEOPAN contains: 
NEOMYCIN SULFATE . 5 mg. (0.5%) 

SAMPLES to the profession upon request. (equivalent to 3.5 mg. neomycin base) 
PANTOTHENYLOL ... 20mg. (2%) 


u. Ss. vitamin & pharmaceutical corp. 7 w2ter-miscible cream base 


Arlington-Funk Labs., division * 250 East 43rd Street, New York 17, N. Y. supplied: 2 oz. and 1 Ib. jars. 


NEOPAN 


combats skin infection as it soothes pain, itching—speeds healing 
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Peptic Ulcer in Twins —Influence 
of Heredity and Environment 


By M. Levart, R. Lampert et C. Bourrat, 
La Presse Médicale, No. 12, 15. 3. 60, p. 341. 

To our knowledge, there are 28 re- 
ported cases of peptic ulcers in identical 
twins. Four of these were reported by 
us. This is the 29th case: the twins 
were, for several years, affected by 
duodenal ulcers, characterized by prac- 
tically parallel evolutions with 2 simul- 
taneous periods of pain each year. One 
of them was admitted in hospital with 
a serious hemorrhage due to absorption 
of aspirin during an ulcerous attack, 
while, at the same time, his brother 
suffered from a non-complicated classi- 
cal ulcerous attack. 

This case seems very interesting for 
the understanding of the etiopathogeny 
of peptic ulcers: showing the part of 
heredity, which explains the simultane- 
ous evolutions and the identical duo- 
denal localization of the ulcers in these 
twins. Heredity is here a predisposing 
factor responsible for the ulcerous con- 
stitution in which the peptic ulcer may 
or may not appear. 

Among the different factors which 
might reveal a peptic ulcer in a patient 
with a predisposing constitution, or 
alter its evolution, the best known are 
medicamentous Cortisone and 
phenylbutazone might induce an ulcer- 
ous attack in a patient having previously 
suffered from an ulcer, or reveal a latent 


ones. 


hereditary predisposition; we have pre- 
viously reported several such cases. In 
the present case, aspirin taken by one 
of the twins modified the course of 
his peptic ulcer, which until then had 
been similar to his brother’s, causing 
a serious hemorrhage. Such cases are 
very instructive, but scarce, and will 
remain so until a reliable biological test 
is found giving us the definitive proof 
of the genetic ulcerous constitution. 
Guy ALBOT 


Vascular Lesions in Gastric 
Ulcer in Humans 


By AMARANTE Junior, Arch. Nal. App. Dig. 
49 No. 3, 1960, p. 228. 

Vascular deterioration in gastritis in 
human beings and, to a certain extent, 
in experimental cinchophenic gastritis, 
is diffuse and weak in nature; this state 
is revealed by perivascular infiltrations 
accompanied by venous ectasis. 

In simple ulcer in man, vascular de- 
terioration is greater and is character- 
ized by lesions of stenosal endarteritis, 
very rarely complicated by thrombosis. 

In callous ulcer, venous lesions dis- 
appear completely almost always, but 
there are often found forms of stenosal 
and obliterating endarteritis, often com- 
plicated by thrombosis. 

In ulcer which is scarred over, the 
changes are well defined and are char- 
acterized by stenosal or obliterating 
endarteritis with organized and recanal- 
ized thrombosis and changes in the 
veins are no longer to be seen. 

These (endarteritis, 
bosis, etc.) appear independent of the 


lesions throm- 
age of the ulcerous process; they are, 
however, always present in the bed of 
callous ulcers. 

Guy ALBOoT 
—Concluded on page 496 
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with physiologically corrective 


HYDROCIL 


—nonirritating, easily propelled “hydrated-bulk’— 


@ HyoRociL —provides the soft textured bulk required for the 
prevention of dehydrated, irritating stools. 
Hydrocil absorbs liquids, creating 35 times its own weight 


of moist, lubricating bulk. Pleasant and easy to take. 


@ HYDROCIL FORTIFIED —effective bulk therapy plus the stimula- 
tion afforded by acetphenolisatin, synthetic homologue of the 
laxative principle in prunes. Gentle, nonirritating. 


4 oz. and 1 Ib. canisters. 


FULLER PHARMACEUTICAL COMPANY / 3108 WEST LAKE STREET / MINNEAPOLIS 16, MINNESOTA 
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THERAPEUTIC ABSTRACTS 


Treatment of Intestinal Amebiasis 
with a Non-Absorbable Antibiotic, 
Paromomycine Sulfate 


By R. Huconot, S. DELons anp G. FULGRAND 
(Rapat), Lesse Médicale, 68, p. 439 (3), 1960. 

The authors report the action of an 
antibiotic extracted from a “strepto- 
myces tellurique” (Paromomycine sul- 
fate) on intestinal amebiasis. 

This antibiotic is not absorbed by 
the intestinal wall when administered 
per os. Consequently feeble doses re- 
sult in high concentrations in the di- 
gestive tract. Its antiamebic activity, 
important in vitro, has been studied 
on 50 patients affected with intestinal 
amebiasis. 


—Concluded from page 494 


One gram has been prescribed daily 
in the greater number of cases. Clinical 
and parasitologic improvement is re- 
corded on the 2nd or the 3rd day, in 
all clinical forms of amebiasis, subacute, 
acute, mild, or severe. 

The activity of this product on other 
parasitosis (lambliase, etc.) is not so 
clear with the usual doses. No relapse 
has been registered during the five 
months following therapy. 

The authors consider Paromomycine 
sulfate as being the first antiamebic at- 
tack treatment—but emetine remains 
the best treatment of extra-intestinal 
localizations of the disease. 

Guy ALBOT 


AFTER ANORECTAL SURGERY 


RB Fu LLER SHIELD 


— protects clothing and linens 


Fuller Shields are professionally designed 
to give your patients security and reassur- 


ance. 


Prescriptions should usually be for two or 
more Fuller Shields so that one can be worn 
while the other is being laundered. 


Your hospital or pharmacist 


Durable, absorbent cotton @ 
Soft rubberized lining @ 

Wide, comfortable waist-band @ 
Hook fastener @ 


can order direct from— 


PHARMACEUTICAL COMPANY 





3108 WEST LAKE STREET, MINNEAPOLIS 16, MINNESOTA 
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Rain or shine, 


94 the doctor will enjoy this unique 


BAROMETER DESK SET 


Made exclusively for us by European 
craftsmen, the whimsical figure of a 
physician is handcarved and painted, 
and the brass-finished barometer — 
made in West Germany — is a pre- 
cision instrument that is fully guar- 
anteed. Base and mounting are of genu- 
ine European walnut. 


Size: 7'' high, 7'' long. Price: $19.95 
Free delivery anywhere in U.S. 
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CH HANDCARVED WOODEN FIGURINES 


Imported from Europe, these figurines make ideal 
conversation pieces, gifts, bridge prizes, and they 
add a note of interest to any home or office. They 
are rich in detail, hand-painted, and stand 7 inches 
high. 


$7.95 each, postpaid. In dozen lots, $7.45 each. 
Please order by number. 
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Borcherdt's 


MALT SOUP EXTRACT 
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INSURES SOFT STOOLS 


DRUGS 
without , BULKS 
MINERAL OIL 


Especially valuable in INFANTS and CHILDREN 


“The successful healing by local treat- 
ment may be dissipated with passage of a 
single hard stool’... “In certain cases a 
non-diastatic malt extract (Borcherdt’s 





BOOK REVIEWS 
FOR 
PROCTOLOGISTS 


THE MERCK INDEX of Chemicals and Drugs— 
An Encyclopedia for Chemists, Pharmacists, 
Physicians, and Members of Allied Profes- 
sions. Paul G. Stecher, Editor: Chemical 
Monographs; M. J. Finkel, M.D.: Medical 
Uses; O. H. Siegmund, D. V. M.: Veterinary 
Uses; B. M. Szafranski, Assistant Editor. 
Pages 1642. Price $12.00. Published by 





¢ Malt Soup) alone or with other carbohy- 

i drates has been very useful in the formula Merck & Co., Inc., Rahway, New Jersey 
“ for correcting constipation of infants.’’* 1960. 

- James B. Gillespie, M.D.: 

Y * ; i i ¥ . , Dec. . — 

. Proctologic Problems of Infants and Children, IIinois M.J., Vol. 96, No.6, Dec. 1949 The Seventh Edition of the Merck Index, 
~ SEE P.D.R. POR COSAGE coming eight years after the sixth, includes 
: Send for clinical trial samples many new scientific advances. 


The text is much more extensive, and in- 


=Yol-Led-1-4-1oh ak etel 1-7-4 «hea cludes nearly ten thousand subjects. 
217 North Wolcott Ave., Chicago 12, Illinois As usual, it is highly authoritative, having 
¢ : been developed by the Technical Information 


~ : Department of Merck’s Research and Develop- 
ment Division. There is an excellent cross- 
index section of more than thirty thousand 
names to simplify references. There is com- 
plete trademark listing, as well as preferred 
MEDICAL chemical name or other chemical names. ; 
Properties and sources of substances, toxic 
factors, indications, formulas and percentage 
TIMES compositions, are provided for each entry. 
This is a very remarkable volume, and one 
that should be useful to every physician. 
Incidentally, the twelve dollar price is in- 


AA di e tended only to meet costs. 
Edicion 


MODERN NUTRITION IN HEALTH AND DIS- 

” EASE (Second Edition) by Michael G. 
en Caste ano | Wohl, M.D., Chief of Human Nutrition 
Division of Biological Chemistry, Hahne- 
mann Medical College and Hospital; Chief 
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fe 
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oe ie ee 





afte Gee & the 


Now available for your Spanish-speak- of Nutrition Clinic, Philadelphia General 
; ; . Hospital; Former Clinical Professor of 
ay associates <i selected articles from Medicine (Endo.), Philadelphia General 
Medical Times printed in Spanish. Hospital and Temple University School of 
eases " . Medicine; Consultant Physician in Medicine, 
Edicion in : Castellano of Medical Albert Einstein Medical Center; Chairman 
Times is mailed monthly direct from Commission on Cardiovascular and Meta- 


bolic diseases, Medical Society of the State 
of Pennsylvania and Chairman, Committee 
on Nutrition and Metabolism, Philadelphia 


Buenos Aires, Argentina. 


Subscription price, $12 per year. | County Medical Society and Robert S. 
Goodhart, M.D., Scientific Director, the 

VERSEAS, INC. | National Vitamin Foundation, Inc.; Physician- 

Ensen, TaEes © ‘ in-Charge, Washington Heights Nutrition 
1447 Northern Boulevard, Manhasset, N.Y. — Clinic, New York City Department of Health, 
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Lecturer in Public Health and Administra- 


























tive Medicine, Columbia University, School 
of Public Health, New York. Second Edi- No 
) tion, pages 1084, with 75 illustrations and ee 
154 tables. Published by Lea & Febiger, - Se 
Philadelphia, 1960. NONh- 
Advances in the field of Nutrition have been 
. extremely rapid. This necessitated the pub- waea- doluble 
7 lication of the second edition within five years 
after the publication of the first. The book is 
obviously well revised. The two new sections ANTISEPTIC ; ANESTHETIC 
on chemical and other additives to foods, and ay 
on relationship of dietary factors to athero- 
i a sclerosis and coronary disease are excellent. 
a The revision of the chapters on principles in 
nna emergency feeding has been well done. In 
hee general, the text has been carefully edited, 
inary and the new edition offers a valuable book 
litor. for the student and the general practitioner. 
by Nutrition is basic to every field, and no 
rsey physician should be without a modern text- 
book on the subject. This book is so well 
edited, and the contributors are so highly 
ine authoritative, and the writings so good, that it 
lien is recommended to every physician, regardless 
, of his specialty. 
‘i ANALYTICAL CYTOLOGY — Second Edition. 
ing Methods for Studying Cellular Form and 
ion Function. By Robert C. Mellors, M.D., Ph.D., 
lop- Pathologist, Director of Laboratories, and 
o8s- Associate Director of Research, Hospital for 
and Special Surgery, Philip D. Wilson Research 
om- Foundation, an Affiliate of the New York 
red Hospital-Cornell Medical Center, New York. 
Formerly at the Sloan-Kettering Institute for RECTOCAINE® OINTMENT 
xic Cancer Research and the Memorial Center : 
age for Cancer and Allied Diseases. Pages 510. 
Published by McGraw-Hill Book Company, @ RECTOCAINE®. OINTMENT is still the same 
Inc.. 1959 recognized and ted formula, now improved to 
pne ’ ‘ meet the d the ‘or 
an. RECTOCAINE® “OINTMENT in a " non-staining. 
in- This excellent text discusses theory and water-soluble base, and in a convenient dispensin sing 
practical applications of some of the physical unit from which the labél may be readily peeled 
and chemical methods for analysis of cell @ RECTOCAINE® OINTMENT not only provides 
structure and function. It serves its purpose long acting anti and action for 
IS- well, as a reference book for research work- at yt - continued — < a Bgreeigh 
G. ers, teachers and both graduate and advance va spate ten ihr garagpiir agian sch 
on undergraduate students in the _ biological Available. in { oz tubes (removable label) with 
ne- sciences. rectal applicator, and | pound jars. 
ief The fluorescent-antibody method is well de- e. RECTOCAINE® SUPPOSITORIES are available 
ral scribed in the first chapter. This staining pro- in boxes of 12 
= —_ inherent specificity for immuno- © RECTOCAINE® INJECTION has been used for 
of The section on intracellular localization of | 4ad-afot surgery far immediate smibslion and 
Ss ac é PaliZé y Oo 
e dutphesd soumlinants ia dee. « anee-conietins rapid return to normab occupational pursuits. Avail: 
in se ae ane able in 5 cc. ampuls in boxes of 6, 25, and 100, 
a ton. and 20cc. multiple dose vials. 
te The second edition has been well revised, Spe 
se and there are new subjects discussed. Electron 
a microscopy has added greatly to our knowl- Cc. F. KIRK COMPANY 
. edge, and much of the new information will ne pie iat ii oe 
be found in this text ee ee 
an : : : 521-523 WEST 23 STREET 
n- The illustrations are excellent throughout. lis id. a ¥ 
* This reviewer knows of no better book on ii, 
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RECTAL RETRACTORS 


@ Whether it is the improved, 
Self-Retaining Smith's, with 
non-slip ratchet, Moon's or 
Sawyer'’s, you will find it among 
Dittmar-Penn’s most complete 
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® MOON (2 sizes) VOriety =f non-illuminated 
Rectal Specula, Retractors, 
Hooks and Probes. 
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Dittmar-penn 
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Program 


TWELFTH ANNUAL TEACHING SEMINAR 
INTERNATIONAL ACADEMY OF PROCTOLOGY 


Business and Scientific Sessions 
THE AMERICANA HOTEL, MIAMI BEACH 


SATURDAY, APRIL 23, 1960 


Committee Meetings: 11:00 A.M.—Membership Committee 
11:00 A.M.—Editorial and Publication Committee 
1:00 P.M.—Endowment Fund Committee 
1:30 P.M.—Convention Committee 
2:00 P.M.—Program Committee 
2:30 P.M.—Executive Committee 
3:00 P.M.—Nominating Committee 
3:30 P.M.—Budget and Finance Committee 
4:00 P.M.—Research Committee 
4:30 P.M.—Audit Committee 


SUNDAY, APRIL 24, 1960 


10:00 A.M.—House of Delegates Meeting 
1:00 P.M.—Board of Trustees Meeting 


6:00 P.M.—Presidential Reception—Cocktails 
(Delegates, Trustees and Wives) 


MONDAY, APRIL 25, 1960 


6:00 P.M.—Annual Meeting of the International Academy 
of Proctology 


—Presentation of Certificates 


FIRST SCIENTIFIC SESSION 
MONDAY MORNING, APRIL 25, 1960 


Chairman: NorMan I. Apert, M.D. 
Co-Chairman: Davin Catvitto Ayaza, M.D. 


8:30 A.M.—Registration 


9:00 A.M.—1. ‘“‘Mycoses and the Proctologist”’ 
Speaker: Paut Receputo, M.D., F.A.C.A., Instructor in Dermatology, Somer- 
ville Hospital Nursing School; Medical Staff, Somerville Hospital and New 
England Hospital, Boston, Massachusetts. 


9:30 A.M.—2. “Epidemiologic Analysis of G. I. Tract Lesions in Industrial Medicine 
with Emphasis on the Proctologic Aspects” 


Speaker: Davi E. Rosencarp, B.S., M.D., M.P.H., Medical Director Railway 
Express Agency; Senior Medical Examiner, U. S. Railroad Retirement 
Board; Medical Director, Rosengard Clinic, Boston, Massachusetts. 
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10:00 A.M.—3. “Basic Principles of Postoperative Treatment Following Hemorrhoid- 
ectomy” 


Speaker: Jacos J. Reicuert, M.D., F.LC.S., F.LA.P., Memorial Hospital, Good 
Samaritan Hospital, John C. Lincoln Hospital, St. Luke’s Hospital, Phoenix, 
Arizona. 


10:30 A.M.—4. “*Coccygodynia” 


Speaker: Paut R. Micurr, B.A., M.D., Surgical Department (Orthopedic Divi- 
sion) Ohio State University School of Medicine; University Hospital, 
Columbus, Ohio. , 


11:00 A.M.—5. “Endometriosis and Colon Surgery” 


Speaker: Frank Crampa, M.D., F.LC.S., F.LA.P., Senior Surgeon and Head 
of a Surgical Service, Somerville Hospital, Somerville, Massachusetts; Sur- 
geon, Cambridge City Hospital. 


11:30 A.M.—6. “Preventive Measures in Dissemination of Cancer Cells at Operation” 


Speaker: Cotin McPuerson, M.D., F.1.A.P., F.L-C.S., Chief, Department of 
Surgery, Woodstock General Hospital; Consulting Surgeon, Ontario Hos- 
pital, Epilepsy and Chest Division; Consulting Surgeon, Alexandra Hospi- 
tal, Ingersoll, Ontario. 


SECOND SCIENTIFIC SESSION 
MONDAY AFTERNOON, APRIL 25, 1960 


Chairman: EnriguE GraNnpE AmpupiA, M.D. 


Co-Chairman: E. Evans CuHampsers, M.D. 


2:00 P.M.—7. “The Functional Results that Follow Sphincter-Saving Operations for 
Rectal Cancer” 


Speaker: EuceNE Gaston, M.D., Surgeon. Framingham-Union Hospital; Assis- 
tant Professor of Surgery, Boston University School of Medicine, Boston, 
Massachusetts. 


2:30 P.M.—8. “Obstructing Lesions of the Small Bowel” 


Speaker: Loweit R. Smiru, M.D., M.S., B.A., D.A.B.S., F.A.C.G.; CHarLes 
M. Garrett, M.D., B.S., B.A.; Witt1aAM Hernicx, M.D.; El Cajon Valley 
Hospital, Grossmont Hospital, San Diego, County Hospital. 


3:00 P.M.—9. “Large Bowel Obstruction” 


Speaker: J. KENNETH Cat Law, M.D., F.A.C.S., F.LC.S., Associate Professor 
of Surgery, Seton Hall Medical School; Visiting Surgeon, Jersey City Medi- 
cal Center, St. Francis Hospital. 


3:30 P.M.—10. “The Acute Abdomen and the Appendix Epiploica” 


Speaker: Leon H. Manuermmer, A.B., M.D., Clinical Instructor in Surgery, 
University of Miami Medical School; Attending Surgeon, Jackson Memorial 
Hospital; Attending Surgeon, Mt. Sinai Hospital, Miami, Florida. 
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4:00 P.M.—11. “Diverticulitis-Coli Versus the Coloproctologist” 


Speaker: DonaLp C. Coxuins, M.D., M.S. (Path. & Surg.), Sc.D., F.A.C.S., 
F.LC.S., F.A.C.G., F.A.P.M., F.RA.L, F.A.C.N., F.A-A.AS., F.LA.P., 
Assistant Professor of Surgery, College of Medical Evangelists; Senior 
Attending Staff in Surgery, The Hollywood Presbyterian Hospital; Con- 
sultant in Surgery, St. Joseph’s Hospital, Burbank, California. 


4:30 P.M.—12. “Evaluation of 33 Years Experience with Injection Treatment for 
Hemorrhoids” 


Speaker: MANvuEL G. SpiesMAN, B.S., M.D., LL.D., F.LA.P., Associate Profes- 
sor of Proctology, Chicago Medical School, Chicago, Illinois. 


THIRD SCIENTIFIC SESSION 
TUESDAY MORNING, APRIL 26, 1960 


Chairman: CuHarLtes WEIGEL, M.D 


Co-Chairman: Ocravio MontTANEZ, M.D. 


9:00 A.M.—13. “Treatment of Anal Spasm” 


Speaker: Witu1aM LizBerRMAN, M.D., F.A.C.G., F.I.A.P., Attending Proctolo- 
gist, The Unity Hospital, Brooklyn, New York. 


9:30 A.M.—14. “X-Ray Evidence of Metastasis to the Colon” 


Speaker: Henry H. Lerner, M.D., Radiologist, Parker Hill Medical Center, 
Boston, Massachusetts. 


10:00 A.M.-12:00 A.M.—15. Symposium: “Ulcerative Colitis from Childhood to Old Age” 


Moderator: HeENry Baker, M.D., F.A.C.P., F.A.C.G., F.I.A.P. (Honorary), 
Clinical Professor of Medicine, Tufts Medical School; Chief of Staff, 
Jewish Memorial Hospital; Physician-in-Chief, First Medical Service, 
Boston City Hospital; Chief of Staff, Brookline Hospital. 


I. “Ulcerative Colitis in Children and Young Adults” 


Speaker: Louis L. Perxet, B.S., M.D., F.A.C.P., F.A.C.G., 
F.1.A.P., Professor of Gastroenterology, Seton Hall College of 
Medicine; Director, Department of Gastroenterology, Jersey 
City Medical Center, New Jersey. ’ 

II. “Ulcerative Colitis in the Aged” 

Speaker: Rocer W. Stetnnarpt, M.D., Gastroenterologist for the 

Hospital and Home for the Aged and Infirmed Hebrews; Gas- 


trointestinal Department, Mt. Sinai Hospital, New York, New 
York. 


III. “Emotional Aspects and Personality Patterns in Ulcerative Colitis” 


Speaker: MartHa BRUNNER-ORNE, M.D., DipLoMATE IN Psy- 
CHIATRY, Medical Director, Westwood Lodge, Westwood,: 
Massachusetts; Chief Psychiatrist, New England Hospital, 
Boston, Massachusetts. 

IV. “Surgery in Ulcerative Colitis” 

Speaker: Eart J. Haiiican, M.D., F.A.C.S., F.I.C.A., F.IA.P., 
Professor of Surgery, Seton Hall College of Medicine; Director 
of Surgery, Surgeon-in-Chief, Jersey City Medical Center; 
Surgeon-in-Chief, St. Francis Hospital; Visiting Surgeon, 
Margaret Hague Hospital; Consulting Surgeon, St. Mary’s 
Hospital, Hoboken, New Jersey. 
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FOURTH SCIENTIFIC SESSION 
TUESDAY AFTERNOON, APRIL 26, 1960 
Chairman: Paut B. Van Dyke, M.D., F.I1.A.P. 
Co-Chairman: JoHn P. Warrxus, M.D., F.I.A.P. 


2:00 P.M.—16. “Problems in Preparing the Psychiatric Patient for Surgery” 


Speaker: Hitpa Errcen, M.D., Staff Psychiatrist, Douglas Thom Clinic for 
Children; Consulting Psychiatrist, New England Hospital, Boston, Massa- 
chusetts. 


2:30 P.M.—17. “25 Years Experience in G. I. Surgery in Emotionally Disturbed 
Patients” 


Speaker: AnTHUR Brassau, M.D., F.A.C.S., Chief, Fairlawn Hospital, Wor- 
cester, Massachusetts; Senior Consultant in Surgery, Worcester State and 
Grafton State Hospital; Associate Surgical Staff, Memorial Hospital, Wor- 
cester, Massachusetts. 


3:00 P.M.—18. Subject To Be Announced 
Speaker: Harotp O. HA.ustranp, M.D., F.A.C.S., F.I.C.S., D.A.B.S.; Vice- 
President U. S. Section, International College of Surgeons; Instructor in 
Surgery, University of Miami School of Medicine; Consultant in Thoracic 
and General Surgery, Homestead Air Base Hospital, Homestead, Florida. 
3:30 P.M.—19. “Melanocarcinoma of Ano-Rectum”’ 
Speaker: STANLEY Mika, M.D., F.A.C.S., Senior Clinical Instructor in Surgery, 
Tufts University School of Medicine, Boston, Massachusetts. 
4:00 P.M.—20. “Hypnosis in Medicine” 
Speaker: Nair L. Srmon, M.D., F.A.C.A., Director of Anesthesia Department, 
Quincy City Hospital; Director School for Nurse Anesthetists, Quincy 
City Hospital, Quincy, Massachusetts. 
4:30 P.M.—21. “Hypnosis and the Surgical Patient” 


Speaker: F. Joun Manner, M.D., F.1.A.P., Active Member Surgical Staff, Rose 
Hospital, Rome, New York; Associate Staff, St. Luke’s Memorial Hospital, 
Utica, New York. 


FIFTH SCIENTIFIC SESSION 
WEDNESDAY MORNING, APRIL 27, 1960 
Chairman: Louis S. Wrecryn, M.D. 
Co-Chairman: Epwarp Krot, M.D. 


9:00 A.M.-12:00 A.M.—“Teaching Motion Picture Symposium” 
Program To Be Announced 
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PROGRAM VI 





POSTGRADUATE COURSE IN PROCTOLOGY 


FIRST POSTGRADUATE SESSION 
WEDNESDAY AFTERNOON, APRIL 27, 1960 


Presiding: Donatp C. Coxuins, M.D., M.S., Sc.D., F.A.CS., F.LCS., 
F.A.C.G., F.1.A.P. 


Secretary: Jacos J. Retcuert, M.D., F.I.C.S., F.1LA.P. 


2:00 P.M.—22. “Management of Anorectal Anomalies” 
Speaker: Joun H. Fisuer, M.D., M.S. (Surg.), Surgeon, Boston Floating Hos- 
pital; Assistant Professor of Surgery, Tufts University School of Medicine, 
Boston, Massachusetts. 


2:30 P.M.—23. “Anatomy of the Anal Canal with Surgical Application” 
Speaker: Epwarp T. Wuirney, M.D., A.B., A.M., Instructor in Proctology, 
Tufts University School of Medicine; Proctologist, Boston Dispensary; 
Proctologist, Pratt Diagnostic Hospital, Boston, Massachusetts. 


3:00 P.M.—24. “Surgical Anatomy of Pelvic Spaces, Abscesses, Fistulae” 
Speaker: Epwarp Levy, M.D., A.C.G.E., Consultant, Fordham Hospital; At- 
tending Surgeon, Proctology, Harlem Valley State Hospital, New York; 
Associate Surgeon, Grand Central Hospital, New York City; Research Asso- 
ciate Department of Anatomy, University of Illinois School of Medicine. 


3:30 P.M.—25. “Posterior Proctotomy with Reference to Anatomical and Surgical 
Approaches” 

Speaker: Haroxp I. Miter, M.D., F.A.C.S., D.A.B.S., Assistant Clinical Pro- 

fessor of Surgery, Boston University School of Medicine; Consultant, New 

England Hospital; Associate Visiting Surgeon, Third Surgical Service, 

Boston University; Pediatric Surgical Service, Boston City Hospital, Boston, 
Massachusetts. 


4:00 P.M.—26. “Surgical Physiology of the Large Bowel” 


Speaker: STANLEY Mixa, M.D., F.A.C.S., Senior Clinical Instructor in Surgery, 
Tufts University School of Medicine, Boston, Massachusetts. 


4:30 P.M.—27. “The Significance of the Rectal Biopsy” 
Speaker: GeorcE W. Curtis, M.D., Chief of Laboratories, Lemuel Shattuck 


Hospital; Associate in Pathology, Harvard Medical School; Associate in 
Pathology, Peter Bent Brigham Hospital, Boston, Massachusetts. 


SECOND POSTGRADUATE SESSION 
THURSDAY MORNING, APRIL 28, 1960 


Presiding: Eart J. Hauuican, M.D., F.A.C.S., F.L.CS., F.1.A.P. 


Secretary: Ernest Panasci, M.D. 


9:00 A.M.—28. “The Viruses of the Gastrointestinal Tract as We Know Them” 
Speaker: Murray SANnvERS, M.D., Research Professor and Director, Depart- 
ment of Microbiology, University of Miami. 


9:30 A.M.-11:00 A.M.—29. Symposium: “Surgical Infections” 
ae Epwarp R. Annis, M.D., Surgeon-in-Chief, Mercy Hospital, Miami, 
orida. 
I. “Changing Resistance of Microorganisms” 
Speaker: Howarp E. Linn, Ph.D., M.P.H., Director of Sias. 
Laboratories, Brooks Hospital, Brookline, Massachusetts. 
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II. “Surgical Infections” 
Speaker: FRANK LAMONT MELENEY, A.B., M.D., D.Sc., Lecturer 

in Surgery, University of Miami School of Medicine; Professor 
Emeritus of Clinical Surgery, Columbia University; Attending 
Staff, Jackson Memorial Hospital; Consulting Staff, Variety 
Childrens Hospital, Mt. Sinai Hospital; Emeritus Staff, Mercy 
Hospital. 

III. “Experiences with Newer Antibiotics” 


Speaker: Howarp TraFrTon, M.D., F.A.C.S., F.A.U.A., Associate 
Professor, Boston University School of Medicine; Senior Visit- 
ing Urologist, Massachusetts Memorial Hospital, Boston, 
Massachusetts. 


11:00 A.M.—30. “Rectal Uleers Following Barium Enema: Case Report and Experi- 
mental Study” 


Speaker: S—EyMour Levine, M.D., Pathologist, St. Francis Hospital, Jersey City, 
New Jersey. 


11:30 A.M.—31. “Rectal Bleeding in Infants and Children” 


Speaker: Curis T. O—EcoNoMopouLos, M.D., Chief Resident, Pediatric Surgical 
Service, Boston City Hospital, Boston, Massachusetts. 


THIRD POSTGRADUATE SESSION 
THURSDAY AFTERNOON, APRIL 28, 1960 


Presiding: (by invitation): Epwarp T. Wurrney, A.B., A.M., M.D., D.A.B.S., 
F.J.A.P. ( Hon.) 


Secretary: J. KennetH Catiaw, M.D., F.A.C.S., F.LC.S., F.LA.P 


1:30 P.M.—32. “The Role of the Diagnostic Radiologist in Proctology”’ 


Speaker: Cantos GitBerTo LLANEs, Diplomate American Board of Radiology, 
Coral Gables, Florida. 


2:00 P.M.—33. “Surgical Significance of Polyps in the Colon” 


Speaker: Cuar.es C. Apspott, M.D., F.A.C.S., F.1.C.S., Associate Professor of 
Surgery, Seton Hall Medical School, Jersey City, New Jersey. 


2:30 P.M.—34. “A Critical Evaluation of the Surgical Treatment for Carcinoma of 
the Anus, Rectum, and Colon”’ 


Speaker: Eart J. Hatuican, M.D., F.A.C.S., F.LC.S., F.I.A.P., Professor of 
Surgery, Seton Hall College of Medicine: Director of Surgery, Surgeon-in- 
Chief, St. Francis Hospital; Visiting Surgeon, Margaret Hague Hospital; 
Consulting Surgeon, St. Mary’s Hospital, Hoboken, New Jersey. 


3:00 P.M.—35. “Urologic Complications of Anorectal and Colon Surgery” 


Speaker: MerepitH F. CampsE.t, M.S., M.D., F.A.C.S., Consulting Urologist, 
Bellevue Hospital, New York; St. Francis Hospital, Miami Beach; Variety 
Children’s Hospital, Miami; Emeritus Professor of Urology, New York Uni- 
versity; Lecturer in Urology, University of Miami School of Medicine. 
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3:30 P.M.—36. “Pulmonary Complications Seen After General and _ Proctologic 
Surgery” 


Speaker: Rosert S. Lrrwak, M.D., B.S., Chief, Division of Thoracic and Card- 
iovascular Surgery, Jackson Memorial Hospital; Associate Professor of 
Surgery, University of Miami School of Medicine. 


4:00 P.M.—37. “Mutual Interests of the Proctologist and the Gynecologist” 


Speaker: Frank E. Orne, M.D., Senior Instructor in Obstetrics and Gyne- 
cology, Tufts School of Medicine, Boston, Massachusetts. 


4:30 P.M.—38. “Neurosurgical Aspects of Proctologic Disorders” 


Speaker: Ropert J. Vain, M.D., B.S., Visiting Neurosurgeon, Cambridge City 
Hospital; Consultant in Neurological Surgery, Mount Auburn Hospital; 
Teaching Fellow in Neurosurgery, University of Pittsburgh School of Medi- 
~~ Assistant in Neurological Surgery, University of Buffalo School of 
Medicine. 


POSTGRADUATE PROGRAM WORK SHOPS 


As part of the International Academy of Proctology Postgraduate Course, 
two Work Shops will be held on Tuesday Evening, April 26, 1960, beginning at 
8:00 P.M. 


Work Shops Chairman: Francisco PuENTE PerEpA, M.D. 


Co-Chairman: Lyman McBrype, M.D. 


I. “Practical Pathology for the Proctologist” 


Greorce W. Curtis, M.D., Chief of Laboratories, Lemuel Shattuck Hospital; 
Associate in Pathology, Harvard Medical School; Associate in Pathology, 
Peter Bent Brigham Hospital, Boston, Massachusetts. 


Cares Karras, M.D., Assistant Pathologist, Mercy Hospital, Miami, Florida. 


II. “Introductory Course in Hypnosis” 


NaiF L. Srmon, M.D., F.A.C.A., Director of Anesthesia Department, Quincy 
City Hospital; Director School for Nurse Anesthetists, Quincy City Hos- 
pital, Quincy, Massachusetts. 


F. Jonn Manner, M.D., F.1.A.P., Active Member Surgical Staff, Rose Hospital, 
Rome, York; Associate Staff, St. Luke’s Memorial Hospital, Utica, 
New York. 


As in all other International Academy of Proctology Programs, attendance at 
the Work Shops is free to all physicians attending the Seminar. Because of the 
tremendous amount of work attached to making sets of pathological teaching 
slides, attendance at the Work Shop in Pathology will be limited. Applications 
will be accepted on a first come first served basis. 


Address Requests to: 
ALFRED L.. SoLtow, M.D 


New England Hospital 

Dimock Street 

Boston, Massachusetts 

Program Chairman, 

Twelfth Annual Teaching Seminar 
International Academy of Proctology 
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Beautiful yt Pp rizes 


to those who attend the Twelfth Annual Convention 
of the 


INTERNATIONAL ACADEMY OF PROCTOLOGY 
The Americana Hotel, Miami Beach, Florida, April 23, 24, 25, 26, 27, 28, 1960. 


Each physician's registration card will be numbered. Drawings* will be held 
the night of the Banquet. It is not necessary to attend the Banquet 


to win any one of the following prizes: 


SPEIDEL WATCH BRACELETS 


Desitin Chemical Company, makers of Rectal Desitin Ointment, has contributed two 
of these beautiful watch bands. 


MARCO EXPENDA-GLOVES 


One roll of Marco Expenda-gloves, size . . . medium, contributed by the Massillon 
Rubber Company. 


SUPPLY OF DYCLONE CREME 
One case of Dyclone Creme, a non “caine” type topical anesthetic, has been donated 
by Pitman-Moore Company. 


GOLF BALLS 


One dozen golf balls contributed by Eaton Laboratories, manufacturers of Furacin. 


SOLOW SIGMOIDOSCOPE 
A No. 450-C Solow Sigmoidoscope, complete with No. 470 Twin-Lite Controller, con- 
tributed by Engelhard Industries, Inc., National Electric Instrument Division. 

SHOE KIT 
One Deluxe man’s leather shoe kit, complete with English made brushes, contributed 
by Fuller Pharmaceutical Company. 

DISPOSABLE APPLICATORS 


Several packages of plastic, single dose disposable applicators containing Hydrocortisone 
contributed by the manufacturer, Mallon Chemical Corporation. 


CLOCK 


This beautiful clock, called “The Golden Hour,” contributed by Burton, Parsons & 
Company. 


*Officers and employees of the Academy are not eligible to win any of the above prizes. 
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Ditnchionnl Academy of Proctology 


WEDNESDAY, APRIL 27TH, 1960 


THE AMERICANA HOTEL 
MIAMI BEACH, FLORIDA 


COCKTAILS 6:30 P.M. SUBSCRIPTION 
DINNER 7:30 P.M. $15.00 PER PERSON 
R.S.V.P. DRESS OPTIONAL 


DANCING 


ENTERTAINMENT 




















